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| VOLUME AND RATE IN BLOOD TRANSFUSION 
eview a FOR THE RELIEF OF ANAEMIA 


BY 
H. L. MARRIOTT, M.D., F.R.C.P. 
Major, R.A.M.C.; Assistant Physician, Middlesex Hospital i i 
AND i 

May I A. KEKWICK, M. R P. } 
Captain, R.A.M.C.; late Resident Medical Officer, Middlesex Hospital 
iS more — (From the Army Blood Transfusion Service) 
in, if a : i 

Although blood transfusion has been in use for many years TasBLe 1—Distribution with regard to Indications and Con- 7. 

curiously little attention has been paid to the questions of ditions of 194 Drip Transfusions for Anaemia Uncompli- : 

q how much blood should be given and at what rate. It has cated by Acute Haemorrhage _ 
become customary to give a transfusion,” meaning about la. Dangerously severe anaemia .. i 
2 a pint (568 c.cm.) in about half an hour. This practice is Leukaemia ee —_ 

of a : Hypoplastic or aplastic anaemia. 7 
asking irrational and unsatisfactory. In every transfusion the Chronic bleeding. . 4 -_ 
on our volume of blocd to be administered and the rate of Idiopathie hypochromic anaemia : _ 
Would * administration should be matters of primary importance, Acholuric jaundice 1 if 
‘ormed Puerperal sepsis .. 1 
bees The purpose of the present study is an attempt to supply Pelvic abscess 1 ; a 
hin principles. Transfusion for the relief of anaemia uncom- 
phone | plicated by acute haemorrhage is chosen for discussion 

because it brings out points important also in relation to 

transfusion for other purposes. The main general prin- 
t call ciples which will be submitted regarding transfusion for Anastomotic ulcer ‘i 1 : 
inutes anaemia are that benefit is dependent upon adequacy of 
ild of volume and safety upon slowness of administration. Splenectomy for 
Material olitis with stricture 
-ption gastro-colic fistula. . 1 
ree: For several years we have made a special study of the Carcinoma of caecum 3 A 
firect problems of volume and rate in transfusion. It was to » geet : 
render technically possible the administration of any Pyonephrosis. : i 
volume of blood at any rate, but particularly of large Enlarged prostate ! oo. 
ronic menorrhagia and fibroids 
fe volumes at very slow rates, that we devised our method Carcinoma of cervix uteri 1 
of continuous-drip blood transfusion (Marriott and Malignant ovarian cyst .. 
ialist Amputation of infected leg 1 
oles Kekwick, 1935, 1937). The present paper is based on the Sarcoma of buttock : ancl : 
ting analysis of 194 drip transfusions for anaemia (see Table I), (ii) Unavoidable minor operations in patients anaemia and 
hich of which 177 were to adults and seventeen to children. eee ee et Eg _ 
Ninety-nine were done by ourselves, while ninety-five: were 
elt, performed by colleagues, at the Middlesex Hospital from 
mon 1935 to 1938, when each of us in turn was resident medical “ oesophagus tas 
sent officer there and followed up the cases. xs a 
ked | Purpose and Indications of Transfusion for Anaemia Ic. in whose is for reasons : 
by Anaemia is haemoglobin deficiency. The essential pur- 2a. Aplastic and allied anaemic states .. Fy 4 
ely pose of transfusion for the relief of anaemia is the pro- & 
. erosis oe ee : 
are, vision of haemoglobin. Such aims as the supply of anti- Multiple myelomatosis .. 1 
j ieti i j Leukaemia 2 \ 
haemorrhagic, haemopoietic, or immunological factors are Hodghin’s disease” 
outside the scope of this paper. Transfusion should not Splenic anaemia... 2 
be used to restore haemoglobin deficiency that can be 2b. Anaemia in septic and waa conditions .. a itis 44 a 
treated successfully by ordinary measures (iron, liver, etc.). 
ote Special circumstances are needed to make it justifiable— Pelvic abscess... 4 t 
i Puerperal sepsis .. 4 5 
; nfected burns 
1. When there is no time to wait upon the slow Miscellaneous 


action of haemopoietic remedies——({a) When anaemia is 
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dangerously severe—haemoglobin less than 25 per cent. ; 
(b) when anaemia is pronounced, though not as extreme 
as above, but the case is complicated by some emergency 
such as an unavoidable major operation, etc. ; (c) when 
the patient's recovery must be expedited for special reasons. 


2. When haemopoietic remedies have been found to be 
absolutely or relatively ineffective-—(a) Aplastic anaemia 
and allied states; (b) anaemia in septic and infective 
conditions. 


In passing, it should be noted that whenever transfusion 
is practised for the relief of anaemia the blood used should 
be as fresh as possible because the red cells of blood 
conserved for more than a week by present methods do 
not last long in the recipient (Schaefer and Wiener, 1939 ; 
Kolmer, 1939; Whitby er al., 1940). When fresh blood 
is transfused the cells slowly disappear, but are not all 
gone for several weeks (Ashby, 1919, 1919-20, 1921; 
Wearn, Warren, and Ames, 1922: Wiener, 1934: Schiddt, 
1938 ;- Dekkers, 1939). 


Relation of Adequacy of Volume to Benefit 


A pint transfusion can only augment the haemoglobin 
concentration of an adult by approximately 10 per cent. 
In our view, if transfusion is necessary at all, a greater 
increase is usually desirable, and its magnitude should be 
prescribed. The question will be discussed under separate 
headings relating to the indications which have been 
specified : 

la. Dangerously Severe Anaemia.—-When a patient's haemo- 
globin concentration is below 25 per cent. life is in danger. 
The average haemoglobin level of the thirty-two patients in 
this group in our series (see Table 1) was 21 per cent. All 
were in very poor condition. Fourteen appeared moribund 
and eleven had signs of cardiac failure. For such patients 
transfusion is an urgent necessity, and must often precede 
complete diagnosis. Exhausting special investigations, such 
as barium meals and enemas or various forms of endoscopy. 
should be regarded as out of the question until the general 
condition has been improved. The essential purpose of trans- 
fusion in anaemia so severe is to raise the haemoglobin to a 
safe level. Perhaps 35 per cent. might be regarded as safe, 
but it is suggested that once a slow transfusion has been 
started it should be continued until a really adequate margin 
of safety has been attained—that is, not less than 45 per cent. 
The patient then becomes treatable with haemopoietic 
remedies or enters one of the remaining categories in regard 
to further transfusion. The average rise of haemoglobin pro- 
duced in our thirty-two patients was 41 per cent., giving an 
average final haemoglobin of 62 per cent. The average 
volume and duration of the twenty-nine transfusions to adults 
were 2,400 c.cm. and thirty-eight hours. All the patients 
except four were improved, and many were greatly improved, 
so that investigations and further treatment could be carried 
out with safety. As the transfusions proceeded it was pos- 
sible to watch the continuous improvement in the patients 
parallel with their rising haemoglobins. It was easily seen 
that in most cases safety was not attained after a single pint. 
The only patient who showed ill effects will be mentioned 
Jater. Three of the moribund cases (leukaemia, carcinoma of 
stomach, lobar pneumonia, before days of sulphapyridine, in 
an advanced pernicious anaemia) showed neither benefit nor 
harm. 

Ih. Anaemia Complicated by Some Emergency.—Patients 
in this group (see Table 1) have severe or moderate anaemia, 
but it is not so extreme as immediately to endanger life. 
Their haemoglobin concentrations are somewhere between 25 
and 60 per cent. In the sixty cases of our series the average 
was 43 per cent. Such a degree of anaemia may considerably 
increase the dangers of an emergency such as a major opera- 
tion. 

The purpose of transfusion is rapidly to change such 
poor risks into better ones. This is best achieved by raising 
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the haemoglobin level to at least the lower limits of normality 
~—that is. to 80 per cent. In our sixty cases the average haemo- 
globin concentration at the end of transfusion was exactly 
80 per cent.—a rise of 37 per cent. The average transfusion 
to the fifty-nine adults was 2,050 c.cm. of blood during 
twenty-five hours. The benefit to every patient was very 
striking. 

It is impossible with such a small and diverse series to 
prove statistically that risks were diminished, but there seemed 
no doubt about it. Some of the operation cases could hardly 
have been tackled prior to the use of transfusion, and none 
could have safely suffered much haemorrhage. Yet all with- 
stood their operations well. Pre-operative massive transfusion 
to relieve anaemia has an important potentiality in regard to 
war casualties, many of whom may require operations when 
the combined effects of bleeding and sepsis have rendered 
them anaemic. 

Ic. Anaemia in Patients Whose Recovery is Urgent for 
Special Reasons.—I\n peacetime this indication for transfusion 
is of little importance, but in war it might bulk more largely, 
particularly in regard to accelerating the return to duty of 
valuable military or civil executives or technicians. In our 
series there was only one patient within this group—a man 
whose haemoglobin had fallen to 35 per cent. from chronic 
bleeding due to piles and for whom almost immediate return 
to full work was a matter of great personal importance. His 
piles were injected, and his haemoglobin was raised by trans- 
fusion to 90 per cent. by a total of 3,100 c.cm. of blood given 
over thirty-one hours. He was back at work within a week. 

2a. Aplastic and Allied Anaemic States.—\n such conditions 
(see Table 1) the purpose of transfusion is to secure a haemo- 
globin concentration compatible with reasonable activity and 
happiness when it cannot be secured by the action of haemo- 
poietic remedies. Opinions vary as to this level. Some would 
fix it at 60 per cent. and hope to stimulate the patient’s bone 
marrow by preservation of a moderate anaemia. Others 
would aim at the complete abolition of anaemia and a haemo- 
globin of 80 to 100 per cent. Whatever percentage be decided 
upon, it is necessary to transfuse, in the first instance, enough 
blood to raise the haemoglobin to the chosen level. When the 
desired rise has been achieved the haemoglobin percentage 
must be maintained by further periodic transfusions. It 
should be restored by small transfusions, given through a 
needle, whenever it falls by 10 per cent. It is better to 
preserve the haemoglobin concentration by frequent small 
transfusions than to permit gross fluctuation in order to give 
less frequent massive ones. This recommendation is the out- 
come of experience. In our first paper (Marriott and 
Kekwick, 1935) we suggested that large transfusions should 
be used not only initially but also for maintenance. Our 
records include thirty patients of this group who between 
them received fifty-seven transfusions exceeding 1,000 c.cm. 
(see Table 1) and many smaller ones. The average haemo- 
globin figures before and after the fifty-seven large transfusions 
were 44 per cent. and 75 per cent. respectively. Fifty-four 
of the transfusions were to adults, and the average volume 
transfused was 1,900 c.cm. during twenty-five and a_ half 
hours. The usual improvement in general condition com- 
mensurate with the haemoglobin rise was observed. 

2h. Anaemia in Septic and Infective Conditions.—In septic 
and infective states patients may become progressively anaemic 
in spite of the full use of haemopoietic remedies. They are 
in a vicious circle in that toxaemia is the cause of the anaemia, 
while the anaemia diminishes the general fitness and capacity 
to withstand the toxaemia. Transfusion may break the circle 
by relieving the anaemia, and it is rational to use it to restore 
the haemoglobin percentage to normality. In the forty-four 
transfusions of this group (see Table 1) the average haemo- 
globin percentages before and after transfusion were fifty and 
eighty-seven respectively. The average volume of blood trans- 
fused to the thirty-four adults was 1,900 c.cm. during twenty- 
four hours. All the patients showed great benefit. In ten 
instances the transfusion appeared to initiate a turning-point 
in the illness and to be responsible for ultimate recovery when 

downward progress had seemed certain to terminate in death. 
This group is one of the most satisfactory in the results 
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obtainable from adequate transfusion. In war, sepsis compli- 
cating mechanical injuries and burns is likely to provide 
many anaemic patients who might fall within this group. 


Blood Volume during Massive Transfusion 


The haemoglobin percentage in all our cases rose during 
the progress of the transfusions in proportion to the added 
red cells and without evident dilution from the added 
plasma. This phenomenon, upon which the benefit and 
the safety of large slow transfusions depend, is due to 
compensatory extrusion of plasma from the circulation. 
With rapid transfusion, extrusion takes place during the 
day or two after, until the blood volume is increased only 
by the volume of the added cells (Boycott and Oakley, 
1934). With sufficiently slow administration extrusion 
occurs during transfusion (Marriott and Kekwick, 1936). 
Our original deduction of this fact was based upon 
frequent haemoglobin estimations during large drip trans- 
fusions for anaemia. Dow and Todd (1939) have con- 
firmed it by plasma- and cell-volume estimations in five 
cases. They found that the plasma volume was either not 
increased or it was slightly diminished, while the circulating 
red cell volume was quantitatively increased by the cells 
transfused. Our observations show that practically full 
compensatory extrusion of plasma occurs during slow 
transfusion if the rate does not exceed 1 c.cm. per pound 
of the recipient’s body weight per hour. 


Calculation of Amount to be Transfused 


Once the required rise of haemoglobin has been 
settled for any case the volume of blood in cubic centi- 
metres needed may be calculated as follows: 


Rise of Hb required Patient's normal blood 
100 volume in c.cm. 


The patient’s normal blood volume may be approximately 
determined by allowing 40 c.cm. per pound of body 
weight as roughly estimated; obviously most patients 
needing transfusion cannot be weighed. In dealing with 
oedematous subjects, or the obese, the true weight, minus 
fluid or excess fat, should be estimated. This method of 
calculation serves for adults of all sizes and for children 
of all ages. A simpler method in dealing with adults of 
average size is to allow a pint (568 c.cm.) of blood for 
every 10 per cent. of haemoglobin rise required. As the 
transfusion progresses haemoglobin estimations should be 
made at intervals to ascertain if the practical result is 
tallying with the theoretical calculation. 

In the interests of safety we now advise that when the 
required rise of haemoglobin involves transfusion of an 
amount of blood (exclusive of citrate) exceeding one-third 
of the patient’s normal blood volume (that is, more than 
13 c.cm. per pound of body weight) the transfusion should 
be divided into two parts separated by two clear days. 
In our early transfusions we often gave larger amounts— 
accounting for the magnitude of the averages in our series 
—without mishap. The criticism is sometimes made that 
very large transfusions depress haemopoiesis, as opposed 
to the effect of small ones (Vlados, 1937). However, we 
do not advocate large transfusions in any case in which 
red cell restoration by natural haemopoiesis can be waited 
for or is not ineffective. 

It has been our practice, whenever possible, to use 
donors of the same group as the recipient. Among the 
194 transfusions there were, however, nineteen in which 
more than 1,000 c.cm. of Group O blood was transfused 
to recipients of other groups (two Group AB, nine Group 


A, eight Group B) without evidence of ill effects. Group O 
blood should not be mixed in the transfusion reservoir 
with blood of other groups. 


Principles regarding Volume of Transfusion 


The following is a summary with regard to volume in 
transfusion for the relief of anaemia uncomplicated by 
acute haemorrhage: 


1. The purpose should be to achieve a prescribed rise of 
haemoglobin concentration. . 

2. The desirable rise of haemoglobin concentration is as 
follows: dangerously severe anaemia, to 45 per cent. ; anaemia 
complicated by some emergency, to 80 per cent.; anaemia 
in patients whose recovery is urgent for special reasons, to 
100 per cent.; aplastic and allied anaemic states, to 60 or 
80 per cent.; anaemia in septic or infective conditions, 
to 100 per cent. 

3. The volume of blood necessary depends upon the 
required rise of haemoglobin concentration and the patient's 
size. It may be simply calculated as explained above. 

4. If a rise of more than 33 per cent. of haemoglobin 
concentration is desired the transfusion should be divided into 
two parts separated by two clear days. 


Relation of Slow Rate to Safety 


The danger of transfusion in an anaemic patient is that 
cardiac failure may result from circulatory overloading. 
The heart in chronic anaemia is grossly enfeebled, and the 
pathological changes in the myocardium are well known. 
Tung et al. (1937) have shown that severe anaemia may 
produce cardiac failure ; their radiographs provide striking 
evidence of the extreme cardiac dilatation which may 
arise. 

It may well be asked: How can massive transfusion be 
safe in such subjects? The answer is that it can be, if 
slow enough, because danger lies much more in speed 
of administration than in the amount transfused. Proof 
of this claim is best provided from experience, and this 
will first be cited. There are, however, reasons for it 
which will subsequently be enumerated. 

The majority of the patients in our series were in poor, 
many in very poor, condition. Their haemoglobin figures 
and diseases (see Table I) have been given. Sixty-seven 
of them were over 50 years old, twenty-six being between 
60 and 70 and nine over 70. Particularly feeble were the 
thirty-two whose haemoglobin concentrations were below 
25 per cent. The average volume of blood (exclusive of 
citrate) given in the 177 transfusions to adults was 
2,039 c.cm.; in twenty-one cases it was more than 3,000 
c.cm. Yet almost all these patients showed no symptoms 
of cardiac embarrassment. Indeed, they reported them- 
selves as being less short of breath after transfusion than 
before. This increased ease of breathing was of course 
mainly related to relief of anaemia, but it would not have 
been manifest had cardiac failure been preduced. All 
the transfusions were given very slowly: the average dura- 
tion of the 177 to adults was 27.1 hours, with an average 
rate of 84 c.cm. per hour (since the average volume of 
citrated blood was 2,285 c.cm.). In sixty-five the rate was 
slower than 60 c.cm. per hour. 

In the whole series there were only five instances in 
which symptoms of distress developed (see Table II). In 
four they were slight and soon disappeared. It is one 
of the advantages of very slow administration that if 


cardiac failure does develop there is usually plenty of time | 


to recognize it and to stop before the condition has become 
irreparable. The one fatal case would probably have been 
so recognized under hospital conditions: the transfusion 
was done in a private dwelling. 
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Taste Il.—Particulars of Patients who Showed Cardiac 
Symptoms during Transfusion 


: Se “EI °S 
Ave | Sex] Diagnosis 23 Comments 

o= 
Ze 

55 | F | Carcinoma | 18% | 2,800 | 22 | 127 | Pulmonary oedema—death 

of stomach 
67 | F | Hypoplastic} 25% | 2,240 | 19 | 118 | Owing to mischance the last 


anaemia 600 ¢.cm. was run in dur- 
ing | hour. Patient devel- 
oped moderate dyspnoea 
and rales at bases : better 
within 2 hours of cessation 
of transfusion 

46) F Acholuric 30°, | 3,130 26 | 120 | Moderate dyspnoea and 
jaundice rales at bases; quickly 
better. Splenectomy suc- 
cessfully performed 6 
hours after transfusion 
33 | M | Infective 49%, 11,220 15 81 | Slight dyspnoea at end of 


endocarditis transfusion, but pulse rate 

only 90 
64 | F | Hour-glass | 47% 12,500 | 31 81 | No symptoms, but began 
stomach auricular fibrillation at end 


of transfusion. Normal 
rhythm 2 days later 


Bearing in mind the severity of the cases in our series, 
we are convinced that there would have been more cardiac 
failure had transfusion of a pint in half an hour been 
practised (Plummer, 1936, 1937; Pygott, 1937; Riddell, 
1939). And, moreover, the benefit would only have been 
one-quarter of that actually secured. However, we were 
not satisfied that any cases of cardiac failure should have 


- occurred, and it became our aim to formulate principles 


giving practically complete safety. These principles are 
set forth below. It will be observed that they are trans- 
gressed in the case of the five patients of Table II, all 
of whom were transfused in our earlier days, when we 
tended to use rather faster rates and larger amounts than 
we do now. In the last three years we have not en- 
countered the development of cardiac failure during a drip 
transfusion. 


Principles regarding Rate of Transfusion 


The following is a summary of the principles regarding 
the rate of transfusion in anaemia uncomplicated by acute 
haemorrhage: 


1. The rate should never exceed 1 c.cm. per pound of body 
weight per hour. 

2. In subjects suffering from very severe anacmia (haemo- 
globin less than 25 per cent.), cachexia, or cardiac or respira- 
tory disease, the rate of transfusion should not exceed 0.5 c.cm. 
per pound of body weight per hour. 

3. The determined rate of flow should be maintained steadily. 
No acceleration, even for short periods, should be permitted. 

4. Careful watch should be kept for manifestations of cardiac 
failure (dyspnoea, cough, basal rales), and transfusion must be 
suspended if they appear. 


These principles should be observed whatever the volume 
of the transfusion—even for transfusions of 500 c.cm. 


Principle 1 applied to patients weighing 12 stone and 
8 stone, and a baby of 10 pounds, means respective maximal 
rates of 168, 112, and 10 c.cm. per hour. Principle 2 means 
maxima of half these amounts per hour. When slow 
transfusion is effected by the drip method it is necessary 
to translate c.cm. per hour into drops per minute. The 
size of drop may vary considerably in different drip bulbs. 
The one used should be roughly calibrated by counting 
the number of drops filling a small measure graduated in 
c.cm. Regarding Principle 3, the importance of a steady 
rate is illustrated by the second case in Table II. When 
the usual screw-clip regulator is in use flow is apt to 


fluctuate, and to overcome this we have devised a special 
regulator which gives a reliable steady flow even at very 
slow rates. We shall shortly publish details of it. 


The claim for the safety of very slow massive trans- 
fusion in anaemia has so far been based on the facts of 
experience. The reasons why it is safe are as follows: 


Any extra burden is imposed upon the heart very slowly, 

Extrusion of plasma causes the total blood volume to be 
little increased. In an adult the addition from a transfusion 
equivalent to a third of his normal blood volume is unlikely 
to be much in excess of a pint, and it may be less. 

The process of red cell addition combined with plasma 
extrusion results in considerable increase of the oxygen-carry- 
ing power per unit-volume of blood. From this the heart 
itself benefits. 

With very slow transfusion, other points in technique being 
equal, rigors are less frequent, and less severe when they do 
occur. 


It may be suggested that time might be saved by trans- 
fusing red cells, without plasma, suspended in a minimum 
of isotonic non-protein fluid; or the cells might be 
administered in a minimum of plasma after having been 
allowed to sediment in the transfusion reservoir—an ex- 


pedient which we have used on several occasions. How- ’ 


ever, we believe that even if red cells alone are transfused 
it is still not safe to increase the rate of their addition. 
Furthermore, there are probably nutritional and other 
factors present in plasma from normal donors which are 
of benefit to anaemic patients. 


Summary 


In every transfusion the volume of blood to be administered 
and the rate of its administration should be matters of primary 
importance. The custom of “ giving a transfusion,” meaning 


about a pint of blood in half an hour, is irrational and un- 


satisfactory. 


Transfusion for the relief of anaemia uncomplicated by 
acute haemorrhage is particularly considered, and principles 
concerning volume and rate, summarized in the body of the 
paper, are submitted. 


We wish to express our thanks to members of the honorary 
staff of the Middlesex Hospital for permission to include the 
figures relating to transfusions performed upon patients under 


their care. 
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J. Meunier (Thése de Paris, 1940, No. 129), who records 
fourteen illustrative cases in soldiers, states that seven days 
after inoculation for typhoid fever a local reaction may 
develop suggesting that an abscess has been caused by lack 
of sterilization of the needle. The symptoms rapidly subside 
in 24 to 48 hours. This occurrence is of military importance, 
and the authorities should be warned that a week after inocu- 
lation two or three times as many sick may report themselves 
as on ordinary occasions. 
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PLASMA TRANSFUSIONS IN THE TREAT- 
MENT OF HAEMORRHAGE 


BY 
H. J. BRENNAN, M.D., D.A. 


Anaesthetist to the Manchester Royal Infirmary, etc. 


During the past two years investigations have been made 
on the circulatory changes occurring during neurosurgical 
and other operations associated with considerable loss 
of blood. The material studied comprised 130 neuro- 
surgical and fifty-six general surgical patients. The inves- 
tigations, which consisted primarily in measurements of 
the external blood loss, serial red cell counts throughout 
operation, and, where possible, blood-volume estimations 
before and immediately after operation, will shortly be 
published elsewhere in some detail. 


Two Important Observations 


Of the many interesting observations made two are of 
immediate practical importance: (1) As a_ result of 
haemorrhage the individual red blood corpuscles increase 
very appreciably in size, often by 30 to 50 per cent. or 
even more. (2) Following haemorrhage very considerable 
numbers of the patient’s red blood corpuscles become side- 
tracked within the body-—probably in the muscle capil- 
Jaries. Often more than 20 per cent. of the number 
circulating originally were found to be “ missing” in this 
way. 

It is generally admitted that haemorrhage leads to dilu- 
tion of the blood by the rapid passage of tissue fluids 
into the circulation. My own investigations support this 
view very clearly, and by serial blood counts taken every 
few minutes it has been possible to watch this dilution 
occurring. I consider that these fluids, lacking as they do 
the specific plasma proteins and some at least of the 
normal inorganic constituents of the plasma, have a lower 
osmotic pressure than normal plasma, and therefore than 
the corpuscles. Consequently much of this fluid passes by 
osmosis into the corpuscles, which therefore increase in 
size. Partly because of the lowered blood pressure and 
partly because of the mechanical effect of the swollen 
corpuscles, the blood stream through the capillaries is first 
slowed, and later in many of them actually stops, numerous 
capillary loops becoming resting-places for cells because 
the intravascular pressure is not sufficient to keep them in 
movement. 

A New Form of Auto-transfusion 


These observations and conclusions suggested the 
enormous possibilities of a new form of auto-transfusion 
having as its object the return to the circulation of the 
patient’s own missing corpuscles. In most of the cases 
studied the number of corpuscles missing was equal to the 
number which would have been given by the transfusion 
of about a litre of whole blood. If one can restore a suf- 
ficient number of a patient’s own missing corpuscles it js 
obviously unnecessary to give him a whole-blood trans- 
fusion from a donor. After a number of animal experi- 
ments, in which gratifying results were obtained, plasma 
transfusions were given to a series of patients who had 
lost varying amounts of blood. The results were so satis- 
factory that it is felt that the urgency of the present situa- 
tion as regards casualty surgery calls for their publication 
at an earlier stage in the investigation than would normally 
be considered. 

Plasma transfusions have been widely advocated for the 
treatment of shock, but without the evidence which has 
been gained during the present investigations their use in 


haemorrhage might seem a fruitless if not actually harm- 
ful form of therapeusis. Bond and Wright (1938), how- 
ever, found lyophile serum very effective in restoring the 
blood pressure and general condition in eight dogs which 
they had bled experimentally. The practical advantages 
of plasma over whole-blood transfusions in casualty 
surgery are: 


1. There is no need to group the patient. Time is therefore 
saved and the plasma can be actually running into a vein 
within five minutes of the patient’s admission to hospital. 

2. The plasma can be kept in liquid form for long periods 
without deterioration. Several of the samples used in this 
series were two to three months old. Of course, if the plasma 
is dried it may possibly be kept almost indefinitely. 

3. There is no need for elaborate refrigerator storage. 


The plasma used in this series of cases was removed 
from stored blood on the seventh to eleventh day after its 
collection and was diluted with an equal volume of normal 
saline in Baxter vacoliter bottles. It was given rapidly— 
500 c.cm. in twenty to thirty-five minutes—and without 
any regard for the patient’s blood group. In only one 
case was there any suggestion of a reaction. This patient 
ran a temperature of 100° to 101° for thirty-six hours. I 
was uncertain whether this was in response to the opera- 
tion or to the transfusion. 


Results in a Series of Cases 


To date, plasma transfusions have been given to twenty- 
one patients who had lost varying amounts of blood. Very 
definite clinical improvement occurred in every case. In 
five cases the plasma was given for urgent reasons and 
no technical assistance was available for haemocytometry. 
In these cases the only concrete evidence of improvement 
which was recorded was a sustained rise in the blood 
pressure. In the other sixteen cases serial red cell counts 
were taken before, during, and after the transfusion (not 
fewer than ten counts being made on each case), and in a 
number of them blood-volume and mean-corpuscular- 
volume estimations were also made. The cell counts 


R.B.C. Mean Corpuscular 
Case : (Capillary) perc.mm., Volume (u*) 
Pre-operative .. 4,750,000 100.2 
1 Before plasma es aa 4,100,000 123.5 
After plasma .. SP on 4,600,000 105,0 
Pre-operative .. a ate 4,910,000 99.7 
2 Before plasma 4,295,000 112.3 
After plasma .. 4,780,000 103.7 
Pre-operative .. 4,800,000 95.5 
3 Before plasma 4,210,000 116.8 
After plasma .. 4,600,000 105.0 
4 Before plasma 3,970,000 
After plasma .. 4,390,000 
Before plasma 3,610,000 
After plasma .. 4,300,000 
{ Pre-operative .. 5,490,000 90.1 
6 Before plasma 4,210,000 115.3 
After plasma .. 4,900,000 91.7 
Pre-operative .. 3,900,000 
7 Before plasma 2,990,000 
After plasma .. 3,360,000 
Pre-operative .. 4,800,000 160.0 
8 | Before plasma 3,900,000 124.2 
After plasma .. 4,400.000 116.5 
Pre-operative .. 4,650.000 
9 | Before plasma 3,360,000 
After plasma .. 3,750,000 
Pre-operative .. 4,850,000 190.0 
10 Before plasma 3,100,000 158.5 
After plasma .. 3,850,000 121 
Pre-operative . . 5,250,000 
li Before plasma 4,380,000 
After plasma .. 4,690,000 
{ Pre-operative .. 5,210,000 89.7 
12 Before plasma 4,580,000 105.0 
\ After plasma .. 4,700,000 95.4 
Pre-operative .. 3,900,000 
13 | Before plasma 2,990,000 
After plasma .. 3,360,000 
Pre-operative .. 5,500,000 85.4 
14 Before plasma 3,390,000 134.8 
After plasma .. 4,550,000 91.1 
15 Before plasma 3,100,000 142.3 
“2 { After plasma .. 3,700,090 105.7 
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given in the preceding table were taken on capillary blood. 
Those described as “after plasma” were taken five to 
fifteen minutes after the transfusion was completed. The 
mean-corpuscular-volume estimations were made at the 
same time but on venous blood. Each of the cases was 
given 500 c.cm. of plasma saline, twenty-five to thirty-five 
minutes being taken over the transfusion. 


The following patient (Case 16) was given one litre of 
plasma, and made the most dramatic response I have yet 
seen. I first saw her at the end of operation, when a 
cerebellar tumour the size of a tangerine had been re- 
moved. She had lost a large amount of blood and was 
in a very bad condition—very pale and with no palpable 
pulse. After 600 c.cm. had been given in thirty minutes 
her colour had improved and her pulse had not only 
returned but registered a systolic pressure of 98 mm. 


2.30 .. 3,150,000 
Case 16 | 3,415,000 000 | 600 c.cm. plasma from 2.30 to 3.0 
Post-operative | 3.45 3,395,000 400 c.cm. plasma from 3.0 to 4.0 
| 5.00 4:175;000 | 
Discussion 


It will be seen that in each of these cases the trans- 
fusion of plasma was followed by a rise in the red cell 
count. Mathematically, of course, the addition to the 
circulation of 500 c.cm. fluid might be expected to reduce 
the cell count by upwards of 10 per cent. This rise in 
cell count must have been due to the return to the circula- 
tion of some or all of the side-tracked stationary cor- 
puscles. 


It will also be seen that in those cases in which it was 
measured the mean corpuscular volume was found to 
return towards normal after the transfusion. This fall in 
mean corpuscular volume is probably very important. One 
can imagine that the rapid addition to the circulation of 
500 c.cm. plasma would mechanically cause a rise in blood 
pressure and wash back into the circulation many of the 
missing corpuscles. By using Barger’s capillary-tube tech- 
nique I have found that the osmotic pressure of the trans- 
fused plasma is higher than that of the recipient’s. This 
is due partly to the fall in osmotic pressure of plasma 
which takes place as a result of haemorrhage, and partly 
to a rise in the osmotic pressure of the stored plasma 
before it is removed from the corpuscles. The latter is 
probably due to the rise in the potassium content shown 
by Downman, Oliver, and Young (1940) and by Aylwood, 
Mainwaring, and Wilkinson (1940). The osmotic pressure 
of the patient’s plasma is raised by the transfusion of fluid 
of higher osmotic pressure, and therefore fluid now passes 
out of the red cells again and their mean corpuscular 
volume is reduced. This may well be the turning-point in 
clinical improvement, as it breaks the vicious circle formed 
by low blood pressure, dilution, and swollen corpuscles. 
The smaller cells, the greater oxygen capacity of the blood, 
and the raised blood pressure enable the body thence- 
forward to keep the corpuscles in circulation. 


Though this series of cases is small its consistency pro- 
vides strong evidence of the value of this method of treat- 
ment, and the previous investigations supply a rational 
explanation for its success. If the results obtained are 
confirmed on a larger series of cases it is likely that in the 
near future, especially in military surgery, transfusion with 
plasma will become a routine measure in the treatment of 
haemorrhage. A possibility which should not be ignored 
is that equally good results might be obtained from some 
artificial solution. 


Meanwhile, in many parts of this country banked blood 
has fallen into disrepute. It is urged that transfusion 


centres should again take blood from all available donoys 
and that on about the eighth day after collection the 
plasma should be filtered, pooled, and stored in as great 
quantities as possible. 


Summary and Conclusions 


1. Investigations, to be reported elsewhere, have shown 
that after haemorrhage the individual red blood corpuscles 
swell very appreciably in size and that large numbers of 
them become side-tracked out of the circulation in muscle 
capillaries. 


2. These observations suggested a new form of auto- 
transfusion for haemorrhage, aimed at restoring these cor- 
puscles to the circulation. 


3. Evidence is produced that this can be effected by 
plasma transfusions, which should therefore rival whole- 
blood transfusions in the treatment of acute haemorrhage. 


4+. It is suggested that plasma transfusions should 
become a routine measure in the treatment of severe 
haemorrhage. 


The technical expenses of the investigations referred to in 
this paper were covered by grants during the first six months 
from the Dickenson Trust and subsequently by the Medical 
Research Council. 


1 would like to thank my many surgical colleagues for their 
help and co-operation, and in particular Professor Geoffrey 
Jefferson for his unfailing advice and assistance throughout 
this investigation, and Dr. G. Stewart Smith ~ placing the 
supplies of plasma at my disposal. 
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DELAYED TRAUMATIC INTRACEREBRAL 
HAEMORRHAGE 


BY 
Cc. P. SYMONDS, M.D., F.R.C.P. 
Group Captain R.A.F. (V.R.) 


Consultant in Neurology, R.A.F.; Physician for Nervous 
Diseases, Guy's Hospital; Physician to Out- 
patients, National Hospital, Queen Square 


The report of a single case is of questionable value, 


especially when, as in the following instance, the diagnosis © 


is unproved. Some justification, however, may be found 
for these notes in the discussion of a clinical problem 
which is rarely encountered and is perhaps not so simple 
as at first sight it appears. 


A Recent Case 


Sergeant A., aged 42, was thrown from his motor-cycle on 
December 22, 1939, at 9 a.m. He has no memory of the 
accident, but remembers being within a mile of the place 
where it occurred, and that the roads were slippery with ice. 
His next memory is of coming to his senses six hours later in 
a civil hospital, to which he had been taken by ambulance. 
He had abrasions and contusions on the right forehead and 
nose. A cut in the forehead was stitched, his head was 
radiographed, and his wife was permitted to take him home 
by car, a distance of twelve miles. He remained in bed at 
home for a week. During this period he had no headache 
or other symptoms. His convalescence was uneventful, and 
he returned to duty on January 22, 1940. On January 28 he 


slipped while walking on ice, and fell, sustaining a cut at the | 


base of the’nose. He was dazed for half an hour afterwards. 


At 7.30 a.m. on March 2, having been on duty during the 
previous night, he was sitting at a table when he was seized 
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with a very sudden and acute pain in the top of his head. He 
thought he would go mad with the headache, and went upstairs 
to the sick orderly’s room to get relief. He lay down there, 
and an hour or two later was taken to hospital, still in severe 
pain. From this time onwards his memory is confused. It 
appears that he was suspected of having cerebrospinal menin- 
gitis. He was transferred to a Royal Air Force Hospital on 
March 3, when he was examined by Squadron Leader Denis 
Brinton. He was then found to be confused and disoriented. 
The only abnormalities noted on examination of the nervous 
system were slight incoordination in movements of the left 
lower limb, left knee- and ankle-jerks brisker than those cf 
the right, and a left extensor plantar response. The blood 
pressure was 120/60, and the arteries were normal. Lumbar 
puncture gave a xanthochromic fluid. under no_ positive 
pressure, containing 900 red cells per cmm. and 80 mg. 
of protein per 100 c.cm. The Wassermann reaction in blood 
and spinal fluid was negative. On March 4 the dura mater 
was examined by Wing Commander Cade through three burr- 
holes, one in each frontal region and one in the posterior right 
parietal region. The dura appeared normal and under normal 
tension, and was not opened. 1 saw the patient for the first 
time on March 6. He was alert, but still confused and dis- 
oriented, with an extensor plantar response on the left. A day 
or two later his mental state began to improve. 

He was admitted to a military hospital for head injuries on 
March 21. He was then mentally alert, clear, and correctly 
oriented. His memory, especially for recent events, was poor. 
He showed a slight right enophthalmos, and the right pupil 
was somewhat smaller than the left. No other abnormality 
was noted except a slight weakness of flexion at the left hip, 
the left knee- and ankle-jerks slightly brisker than those of 
the right, and a left extensor plantar response. The family 
history contained no record of migraine or strokes. He him- 
self had had no previous illness or accident. 


There can be no doubt that this patient sustained a 
cerebral injury of some severity (traumatic amnesia of 
six hours), from which, however, he made a rapid and 
apparently complete recovery. There can be little doubt 
either that ten weeks later there occurred a haemorrhage 
with damage to the brain and leakage of blood into the 
subarachnoid space. The physical signs suggested a 
lesion of the right frontal lobe, and it was in the right 
frontal region that he had been injured. The question at 
issue is whether the haemorrhage was of traumatic origin. 


Bollinger’s Cases and His Conclusions 


The occurrence of delayed intracerebral haemorrhage 
has been accepted as a rare sequel of head injury since 
Bollinger’s paper in 1891. He suggested that as an 
immediate effect of what appeared to be a minor head 
injury there might be small areas of softening, and that 
in these the wall of an artery might sometimes be involved, 
with eventual necrosis and rupture of the wall. The 
interval between injury and haemorrhage might be from 
a few days to three or four weeks. These conclusions 
were based upon post-mortem observations in five cases. 
One was that of a woman aged 70. The clinical details 
in this case are meagre. She died a short while after a 
head injury, and a haemorrhage was found in the wall of 
the fourth ventricle. This record is not of much value. 
The others deserve scrutiny. 


A man aged 26 was struck by a poleaxe. On the twentieth’ 


day after this he developed severe headache: six days later 
he had a sudden hemiplegia, and died on the thirty-second day 
after the injury. At the necropsy a fracture of the inner table 
at the site of the injury was found, with haemorrhage in the 
meninges and in the fourth ventricle. 

A woman aged 39 sustained a bruise on the forehead and 
had headache next day. On the twelfth day after the injury 
she had a seizure and died in two hours. The necropsy 


finding was dilatation of the Sylvian aqueduct and clot in the 
fourth ventricle. 

A girl aged 13 died suddenly and was found to have a large 
haemorrhage in the posterior part of the right hemisphere 
that had ruptured into the lateral ventricle. It was _ later 
ascertained that she had had a fall when skating three weeks 
previously. 

A boy aged 7 fell downstairs but did not lose his senses. 
Three days later he became restless and gradually developed 
right hemiplegia and aphasia. He died on the fifty-second 
day after the injury. A haemorrhagic focus was found 
extending from the wall of the fourth ventricle on the left 
side through the pons into the wall of the iter. 


Now, the first of these four cases, though the injury 
was a severe one, is not very convincing as an example 
of delayed intracerebral haemorrhage. The meningeal 
haemorrhage may have been the cause both of death and 
of the blood in the fourth ventricle. In the other three 
cases the injury was so slight that one may reasonably 
consider alternative pathologies. When Bollinger recorded 
his observations it was not yet recognized that rupture of a 
congenital aneurysm in a young person is a not uncommon 
cause of intracerebral haemorrhage and that another rarer 
but not so very uncommon event is haemorrhage into an 
angioma of the telangiectasis variety situated in the pons 
or medulla. We may therefore accept Bollinger’s observa- 
tions so far as they go, but may question the validity of his 
conclusions. Nevertheless it is upon his paper that the 
occurrence of delayed traumatic apoplexy has been 
generally accepted. It was supported by the observations 
of Duret (1920) that in fatal cases of head injury in man, 
and in animals subjected to experimental injury, small 
haemorrhages and areas of softening in the walls of the 
iter and fourth ventricle are commonly found. Hence, it 
was argued, the frequency of delayed haemorrhage in 
these situations. 


Cases in the Literature 


During the subsequent fifty years occasional cases have 
been reported in the German literature (Langerhans, 1903 ; 
Tietze, 1926; Rosenhagen, 1930). ‘In some instances the 
post-mortem investigation has been incomplete and the 
clinical data lacking in precision. There 1s, however, a 
considerable body of evidence to support Bollinger’s 
original hypothesis that, following head injury, after a 
latent interval, usually of one to three weeks, intracerebral 
haemorrhage may occur. This may be situated in one or 
other hemisphere, with corresponding symptoms and signs ; 
but often the clinical story is that of rapid death without 
definite localizing signs, and it is found post mortem that 
there has been haemorrhage into some part of the 
ventricular system. 


A case recorded by Rosenhagen is one of the most 
convincing examples of massive intracerebral haemorrhage. 


A healthy man aged 27 fell from a moving train into a 
tunnel and sustained slight injuries to forehead, vertex, and 
face. He did not lose consciousness, but was confused. He 
left hospital at the end of eighteen days with his injuries 
healed but suffering from headache. Five weeks after the 
accident he returned to work against medical advice. Three 
weeks later he woke in the night with severe headache and 
found his left limbs weak. He was admitted to hospital 
comatose, with a left hemiplegia. The cerebrospinal fluid 
contained no blood. He died eight hours later. At the 
necropsy a recent haemorrhage the size of an apple was found 
in the white matter of the right fronto-parietal region. This 
had leaked slightly into the anterior horn of the ventricle. 
Neither macroscopic nor microscopical examination revealed 
the source of the haemorrhage. In particular, no aneurysm 
could be discovered. 
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Less attention seems to have been given to the subject 
of delayed traumatic apoplexy in the English and French 
literature. 


Ritchie Russell (1932) quotes as a clinical example a youth 
aged 17 who was found unconscious on the road beside his 
bicycle. He recovered consciousness after an interval of 
several hours, and thereafter showed the clinical picture of 
subarachnoid haemorrhage, which was confirmed by lumbar 
puncture. He was discharged from hopital after a fortnight, 
relieved of symptoms. A month later he was readmitted on 
account of a rapid onset of severe headache and of drowsi- 
ness. Deeply blood-stained fluid was obtained by lumbar 
puncture, and he subsequently made an_ uninterrupted 
recovery. 


The diagnosis in this case seems open to doubt. It is 
arguable that the patient had a congenital aneurysm and 
that from this a subarachnoid haemorrhage occurred, 
causing him to lose consciousness and fall off his bicycle. 
Later, as often in such cases, there was a recurrence of 
haemorrhage with ultimate recovery. 


Differential Diagnosis between Aneurysm and 
Head Injury 


The differential diagnosis between aneurysm and head 
injury as the cause of a sudden cerebral catastrophe 
may be far from easy, as is shown by the following 
case. 


A healthy man aged 22 was found on the road in a dazed 
condition on May 5, 1935. His car, which he had been 
driving alone, was overturned. He was badly bruised about the 
face and eyes. When examined by his doctor three hours 
later he was still dazed and could give no account of what 
had occurred. During the next few days he was restless and 
confused, vomited frequently, and complained of severe head- 
ache. He gradually improved, but on May 15. suddenly 
became unconscious. It was noted that his head was retracted 
and that Kernig’s sign was present. On the following day a 
lumbar puncture was done, revealing a heavily blood-stained 
fluid. He gradually improved, but was restless and confused 
for several days. -On May 17 his temperature, which had 
been subnormal since the 15th, gradually rose, reached 101° 
on the 18th, and gradually fell to normal on the 24th. On 
the 29th, while being given an enema, he suddenly became 
unconscious. He rapidly recovered, but again was restless and 
confused. with severe headache and vomiting. 


The cerebral symptoms at the onset had not unnaturally 
been attributed to head injury, and it was assumed that the 
“ attacks” on May 15 and May 29 had been due to delayed 
meningeal haemorrhage. I saw the patient on May 30 and 
found him restless and confused, complaining of severe head- 
ache, with a stiff neck and a positive Kernig sign, but with 
no signs of any local cerebral damage. He was able with a 
little persuasion to answer a few questions, and I elicited from 
him the following facts. On May 3, two days before the acci- 
dent, he had had a sudden pain in the back of the neck. 
It passed off and he made light of it. Questioned about the 
accident, he remembered that while driving his car something 
happened in his head and everything went blank. His next 
memory was of lying in the road with his car overturned. 
This was conclusive evidence of an attack of unconsciousness 
causing the accident, and suggested strongly that the cerebral 
symptoms observed after the accident were sequelae of this 
attack. If they had been of traumatic origin he should have 
had a retrograde amnesia blotting out the memory of symp- 
toms immediately preceding the accident. Hence it appeared 
extremely probable that the whole clinical story was that of 
a ruptured congenital aneurysm, which incidentally had 
caused him to lose control of and overturn his car. 

After I saw him he rallied, but on June 4 he again suddenly 
became unconscious, and died in a few minutes. I was able 
to obtain the brain, which showed the characteristic picture 
of extensive subarachnoid haemorrhage. Careful dissection 


revealed a ruptured aneurysm at the junction of the left 


anterior cerebral and anterior communicating arteries. 


A second case, briefly recorded by Ritchie Russell 
(1938-9) is a more convincing example of delayed intra- 
cerebral haemorrhage. 


A man aged 21, following a head injury with fractured 
skull, suffered from headache and mental confusion for two or 
three days, but was out of bed on the tenth day. On the 
twelfth day he suddenly developed aphasia and right hemi- 
plegia. The cerebrospinal fluid in this case was brown in 
colour but without increase of cells or protein. The patient 
made a satisfactory recovery. 


Dubois’s Views and Cases 


Dubois (1936), reviewing the subject of delayed post- 
traumatic apoplexy, has expressed the opinion that the 
occurrence is so exceedingly rare that its existence may 
perhaps be doubted. He found eight possible examples 
among 1,700,000 cases of accidental injury collected by 
the Caisse Nationale Suisse. In four of these patients 
cerebral arteriosclerosis was known to exist before the 
injury, which in no case was severe. The latent interval 
was from twelve hours to four days. He considers that 
although from a medico-legal standpoint the possibility of 
a traumatic factor in these cases cannot be denied, it is 
unproved., 


Two other cases briefly reported are more convincing. 
Both patients were between 30 and 40 years of age and in 
good health before the accidents. Both suffered severe 
head injury, with headache, vertigo, and mental symptoms 
persisting up to the date of the subsequent ictus. This in 


both instances took the form of a sudden hemiplegia,, 


occurring in one case on the twenty-first and in the other 
on the twenty-fifth day after the injury. In neither case 
was the hemiplegia progressive or fatal. 

Dubois’s other two cases are examples not of delayed 
traumatic apoplexy as described by Bollinger, in which the 
haemorrhage occurs a few days or weeks after the injury, 
but of a sequence which is different in time relation and 
pathology. In these two cases the symptoms of cerebral 
haemorrhage followed severe cranio-cerebral injury after 
intervals of fourteen and sixteen years. In the latter case 
no necropsy was obtained. In the former a cyst was 
found in the left temporal lobe communicating with the 
lateral ventricle, and the ventricles contained blood. The 
sequence presumably was as follows: As an immediate 
effect of the original injury a circumscribed intracerebral 
haemorrhage occurred. The blood being absorbed, a cyst 
remained, and the final ictus was due to rupture of a 
vessel in the wall of the cyst. In this instance the rupture 
may well have been due to vascular degeneration, for the 
patient, aged 51 at the time of death, is said to have 
shown early arteriosclerosis. 


Chronic Intracerebral Haematoma 


In the following case the sequence was probably of tie 
same order, but the delayed haemorrhage was apparently 
caused by further trauma. This case is also of interest 
in that it provides an example of chronic intracerebral 
haematoma causing symptoms of increased intracranial 
pressure. 


A married woman aged 26 came under my care at Guy’s 
Hospital on January 26, 1937, with the leading complaint of 
severe headaches following a minor head injury in October, 
1936. There was a record in her past history of two severe 
head injuries. At the age of 10 she was struck on the right 
temple by a cricket bali while playing in a park. She was 
unconscious for an hour and was then taken home. She 
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vomited repeatedly during the night and developed .a severe 
headache. Next day she was admitted to hospital. Her 
memory of the next two weeks was vague, in contrast to her 
clear recollection of the hours immediately following the 
return of consciousness after the injury. She recovered com- 
pletely, and was back at school three months after the acci- 
dent. At the age of 19 she fell down a flight of stone stairs 
and struck the back of her head violently. She immediately 
became unconscious, with amnesia for the next eight or nine 
hours. She was admitted to Guy's Hospital, where she 
remained for six weeks. During the first fortnight she com- 
plained of headache but had no other symptoms, At the end 
of October, 1936, she was standing on a chair when a fire- 
work went off in the room. She fell, striking the back of her- 
head on the corner of a light table. This occurred at 4 p.m. 
She was dazed for an hour and subsequently felt sick and 
dizzy. On going to bed at 10.30 p.m. she developed severe 
headache, which kept her awake. She dropped off to sleep 
in the early hours of the morning and woke at 10 a.m. to 
find her left arm and leg tingling and powerless. She was 
admitted to Lambeth Hospital, where she was found to have a 
left hemiplegia. The notes record headache, drowsiness, and 
vomiting as additional symptoms. At the end of six weeks 
she had recovered most of the power in her left arm and 
leg. but still complained of severe headache and occasional 
vomiting. 

On admission to Guy's Hospital she showed bilateral 
papilloedema and weakness of the left limbs, with an occa- 
sional extensor plantar response on the left. The visual fields 
were full and there was no defect of sensation. Radiographs 
of the skull revealed no abnormality. The cerebrospinal fluid 
was under a pressure of 300 mm., but showed no abnormal 
constituents. After the lumbar puncture she had two brief 
attacks of unconsciousness, with twitching of the left arm 
and leg. 

She was transferred to the National Hospital, where opera- 
tion was performed on March 10 by Mr. Julian Taylor. The 
right fronto-parietal cortex was exposed by an _ osteoplastic 
flap. and it was observed that the convolutions behind the 
Rolandic fissure were bulging. A needle inserted at this 
spot entered a cyst, from which a quantity of brownish-yellow 
fluid was withdrawn. A portion of the cyst wall was excised 
for microscopical examination, and was reported by Dr. 
Greenfield to show no evidence of new growth. The patient 
made an uninterrupted recovery and has since remained well. 


Looking back on the history of this case I am inclined 
to think that an intracerebral haemorrhage must have 
been caused by the blow from the cricket ball at the age 
of 10. The story of a lucid interval on this occasion is 
suggestive. If so, presumably the second injury at the 
age of 19 caused further haemorrhage into a small cyst 
remaining from the first injury. The third injury caused 
further and more extensive leakage, with the consequent 
formation of a cyst whose contents remained fluid 
and increased in volume, presumably by osmosis from the 
cerebrospinal fluid, as happens in chronic subdural 
haematoma. 


That an encysted intracerebral haemorrhage from what- 
ever cause may in this way come to present the symptoms of 
an expanding lesion has been recognized from the publica- 
tion of occasional cases, and is illustrated by case reports 
in a paper by Craig and Adson (1936). Four of their 
cases showed papilloedema in addition to the signs of a 
localized cerebral lesion. In one of these cases the 
haemorrhage was probably of traumatic origin. 


The patient, a healthy man aged 39, gave the history of 
a fall, with injury to the head, transient disturbance of con- 
sciousness, and general weakness for four days. Three 


months later, without apparent cause, he suddenly developed: 


a right hemiparesis and subsequently progressive weakness 
and dysphasia together with headache and papilloedema. At 
operation viscous and laminated clot was evacuated from a 
subcortical cyst, and the patient recovered. 


In another of their cases, without papilloedema, the 
story was that of an expanding lesion. 


A man aged 62, with normal arteries and a blood pressure 
of 116/68, gave a history of severe intermittent headache fol- 
lowing a motor accident twelve years previously, with a frac- 
tured nose. During the three months before admission he 
had had more severe headache, and gradually developed left- 
sided weakness and a left homonymous hemianopia. A right 
parietal exposure showed flattened convolutions, and a cyst 
was encountered at a depth of 4.5 cm., from which 75 c.cm. 
of dark yellowish-brown fluid was aspirated. Tissue from 
the cyst wall revealed no evidence of neoplasm, and following 
the operation there was improvement. 


Commentary 


If we now return to the question propounded in the 
case from which this discussion started it appears to be 
one which cannot be given an unqualified answer. The 
symptoms which supervened ten weeks after the injury 
were such that if there had been no such injury diagnostic 
honour would have been satisfied with the assumption 
that.they were due to leakage from a congenital aneurysm. 
Such an occurrence we know to be common in otherwis2 
healthy persons of middle age. So also is the occurrence 
of head injury. By contrast it appears that delayed 
traumatic apoplexy is extremely rare—so rare that if this 
possibility is weighed against that of coincidence of head 
injury and aneurysm the balance is undecided. 


Fortunately for ourselves, the accident in this case did 
not occur on duty and was not caused by the fault of 
anyone other than the patient, so that there were no 
medico-legal implications. If there had been there can 
hardly be any question that the man must have received 
the benefit of the doubt. An arterial radiograph after 
thorotrast might have been enlightening, but this measure 
was not deemed advisable. Even if it had been negative 
the diagnosis would still have been in doubt, for it is not 
every aneurysm that is revealed by this means. 


Summary of Conclusions 


There are two varieties of delayed traumatic apoplexy — 
early and late. Both are of extremely rare occurrence. 
In the early variety the haemorrhage occurs within a few 
weeks of the injury, probably as the result of traumatic 
weakening of an arterial wall. Blood is often found in 
the ventricles and cerebrospinal fluid. The clinical picture 
may very closely resemble that of a ruptured congenital 
aneurysm. In the late’ variety the interval between 
injury and apoplexy may be several months or years. 
The mechanism is haemorrhage into a cyst resulting from 
intracerebral haemorrhage at the time of the injury. The 
clinical symptoms are usually those of a cerebral haemor- 
rhage. 


Delayed symptoms may result from an_ intracerebral 
haemorrhage, dating from the time of the injury, as the 
result of cyst formation with progressive increase in 
volume—chronic intracerebral haematoma. The symp- 
toms then resemble those of a cerebral tumour. 
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ANASTOMOSIS TUBES FOR RESECTION 
OF THE. COLON 


BY 
NORMAN C, LAKE, M.D., M.S., D.Sc., F.R.C.S. 


Senior Surgeon, Charing Cross Hospital 


The removal of portions of the colon by the method 
described by Paul in 1895, and subsequently by Mikulicz 
in 1902, is universally acknowledged by surgeons to be 
an admirable and life-saving procedure. It is true that 
while some operators regard it as being applicable to 
all parts of the colon others would restrict its use to 
those parts of the bowel that are normally mobile, such 
as the sigmoid loop. It has been objected, too, that the 
extra-abdominal method of colon resection for growths 
(by far the most frequent indication) is likely to result 
in a too limited removal both of the bowel itself and 
of the lymphatic drainage area. Despite these criticisms, 
however, the average surgeon finds many opportunities of 
performing the operation. It is not the object of this 
short communication to discuss the pros and cons of the 
method, for these have recently been fully laid out in 
the excellent presidential address of Zachary Cope to 
the Surgical Section of the Royal Society of Medicine 
(Journal, January 27, 1940, p. 143). 


One difficulty, and even danger, of the operation has 
been the re-establishment of the continuity of the bowel 
lumen by crushing the spur. Cases are on record in 
which the clamps used for this purpose have penetrated 
the peritoneal cavity; in others a coil of small intestine 
intruding between the colonic loops has been included in 
the crushing. In a considerable percentage of cases the 
resulting fistula has to be closed by a second operation 
involving the peritoneal cavity, and so not devoid of risk ; 
indeed, some surgeons advise that bowel continuity should 
always be re-established by open operation. 


To overcome these difficulties many different types of 
clamps have been devised. In the address mentioned 
above Cope describes an ingenious apparatus in which 
the tubes themselves form the clamp. This instrument 
avoids many of the dangers, and I have followed its 
successful use in several cases with interest and 
admiration. 


Experiments with a New Appliance 


For the past three years I have been experimenting 
with an apparatus in which the tubes are used to create 
a true anastomosis between the two bowel loops below 
the level of the abdominal wall—that is, intraperitoneally. 
The use of this instrument has proved so satisfactory 
in a series of ten cases that I now venture to suggest it 
as an improvement in the technique of the Paul operation. 


The illustrations (Figs. 1, 2, and 3) reveal, better than 
words can express, the essential character of the appli- 
ance. It consists of two slightly curved metal tubes 
which can be hinged together in a predetermined position 
by a clamping screw. On the opposing aspects of the 
lower ends of the tubes are oval apertures having raised 
rims, one of them being a single rim which can fit into 
the double rim on the other tube. After resection of 
the colon and mesentery the tubes are inserted one into 
each free end of the bowel in place of the usual Paul’s 
glass tubes. They are then fixed together by the clamp- 
ing screw in such position that the peritoneal surfaces of 
the two bowel loops are held lightly in apposition. As 
an extra precaution a few sero-muscular sutures can be 
applied where the peritoneal surfaces of the two loops 


come into contact. The tubes can be attached to the 
bowel in the same way as Paul’s tubes would be fixed— 
that is, by a simple tape ligature or, if time allows, by 
an inverting suture. The usual rubber tubing is fixed 
to the outer ends of the tubes. 

The abdominal wall is now closed around the tubes 
so far as is possible, the cut edges of the bowel being 


Fic. 1.—The apparatus ready for insertion. The tommy bar 
for the clamping screw and the screw for approximating the 
apertures are shown. 


Fic. 2. 


Fic. 2.—The assembled instrument with the tubes separated. 
Fic. 3.—Diagram showing position of tubes relative to the 
abdominal wall. In a fat patient less of the tubes would appear 
externally. 
usually level with the skin. Five days later the clamping 
screw is loosened, and by another screw mechanism the 
outer ends of the tubes are spread apart. This movement 
forces the single rim into the double rim. The two layers 
of bowel thus enclosed are cut off from their blood 
supply and so undergo necrosis. The clamping screw 
is again tightened with the tubes in their new position. 
After a further four or five days the appliance is taken 
apart and the tubes are easily removed. At this time the 
insertion of the finger into the fistula will show that the 
anastomosis is already formed. For a variable period 
the faecal fistula persists, but as the bowel starts to 
function normally the sinus closes. 


cons 
¢ 
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It will be obvious that the apparatus is capable of 
considerable modification to suit the ideas of the indi- 
vidual surgeon. Thus the tubes may be made of unequal 
size and either smaller or larger than the standard size. 
The size and shape of the anastomotic apertures and the 
mechanism for forcing the tubes together can be changed 
without affecting the principles of action of the appli- 
ance. Indeed, that used successfully for the first three 
cases of the series was a home-made apparatus in the 
construction of which I had the valued assistance of 
Mr. Elson, the theatre mechanic at Charing Cross 
Hospital. The instrument here illustrated was made in 
stainless steel by Messrs. Allen and Hanburys; it was 
employed in the other seven cases. 


That the anastomosis is an adequate one is shown by 
the barium enema film (Fig. 4) taken six months after 


_ 


Fic. 4.—Barium enema of a case six months after operation. 


operation. It will be noted that the two culs-de-sac, 
representing the original out-drawn loops, have retracted 
into the abdomen and are rapidly diminishing in size. 


Results 


The results in the ten cases are as follows. One patient 
died shortly after operation of a fulminating chest com- 
plication. In this case a preliminary blind caecostomy 
had been performed for complete obstruction three 
weeks previously. The remaining nine cases all did well. 
In eight of them one operation only was necessary, the 
fistula closing spontaneously at periods varying from six 
weeks to six months. In the ninth case the growth had 
already invaded the abdominal wall and formed an 
abscess therein when first seen. At a_ preliminary 
operation the abscess was drained and the diagnosis was 
confirmed by microscopy. A few weeks later the bowel 
was resected with a portion of the abdominal wall; the 
tubes were then inserted. Despite the patient’s emaciated 
condition the anastomosis was established in the normal 
time. The resection of the abdominal wall in an 
emaciated patient, however, prevented both the falling 
in of the skin edges and the retraction of the bowel ends 
into the deeper layers, with the result that a permanent 
mucus-lined fistula was established. This produced a 
small amount of faecal leakage. A year later the patient 
submitted to a slight operation for closing this; the 
operation was performed without opening the perito- 
neum, there now being plenty of fat present to interpose 
between the closed bowel and the skin. 

Some infection of the open part of the wound around 
the tubes almost invariably occurs, but in no case has it 
proved serious. I have lately been using the sulphon- 
amide preparations prophylactically in these cases with, I 
think, some benefit. I have not seen any bleeding 
accompany the necrosis of the portion of the bowel wall, 
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nor has this necrosis extended beyond the limits of the 
pressure rims on the appliance. 


Summary 


A new instrument is described for use in extra-abdominal 
(Paul’s) resection of the cclon in which the drainage tubes 
themselves are made to perform the anastomosis after sufficient 
time has elapsed for the peritoneal surfaces of the two apposed 
loops of bowel to become adherent. In this way the dangers 
associated with the application of the ordinary clamp are 
avoided. In the majority of cases one operation only is 
necessary ‘for the complete procedure. 


VOLKMANN’S ISCHAEMIA 
OBSERVATIONS AT OPEN OPERATION 
BY 


E. BELL JONES, M.Ch, (Orth.), F.R.C.S. 


Orthopaedic Surgeon, East Suffolk and Ipswich 
Hospital, Ipswich 


The following case has afforded a study of the living 
pathology, and seems to be of importance in providing 
data for discussion of the cause and treatment, of this 
serious complication of fractures about the elbow. 


Report 


A child aged 10 had a severe injury of the elbow at 2 p.m. 
and was admitted to hospital at 6 p.m. A radiograph showed 
a supracondylar fracture of the humerus with marked back- 
ward displacement. There was intense swelling about the 
elbow, with deformity. The fingers were swollen, powerless, 
painful, numb, and livid. No contractures were present, but 
straightening the fingers caused severe pain. The radial pulse 
was absent. A diagnosis of an early stage of Volkmann's 
ischaemia was made. 


Reduction was carried out at once, in accordance with the 
accepted view that full correction of the bony deformity pre- 
vents the onset or aborts the condition. A radiograph showed 
full reduction. At 10 p.m. there was no improvement 
in the fingers, and operation was decided upon. The alter- 
native was to elevate the limb and reduce flexion of the elbow. 
Though this is a common method of dealing with the com- 
plication it seemed illogical as likely to redisplace the 
fragments and a contradiction of the generally accepted 
primary necessity for full reduction. The region was disclosed 
by an antero-external incision lateral to the biceps tendon. 


Operative Findings and Procedure.—(1) There was no blood 
clot in the antecubital space. (2) The venous junction of the 
superficial and deep veins in this region was not compressed 
but shared in the general venous engorgement. (3) The muscle 
bellies of the flexor groups arising from the internal and 
external epicondyle were blue-black in colour. Division of 
the overlying fascia was carried out, and resulted in con- 
siderable improvement in the colour of the muscle. (4) The 
median nerve was similarly congested. (5) The brachial artery 
presented the most interesting features. At a point two inches 
above the elbow-joint there was a sudden change in its normal 
calibre to that of a thread: this change continued into the 
radial and ulnar branches. The tunica adventitia was injected 
with novocain, and this coat. with its sympathetic nerve fibres, 
was stripped tor three inches above the constriction and just 
below it. No expansion of the artery or its distal branches 
occurred after the lapse of ten minutes. The wound was then 
closed. 


Progress and Result.—I\n twelve hours the condition of the 
fingers had improved, and in eighteen hours pulsation had 
returned in the radial artery. In thirty-six hours full restoration 
of the circulation had taken place, as seen by a normal 
appearance of the fingers. Perfect function of the fingers, 
hand, and wrist had been restored, as well as full movements 
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of the elbow, except extension, which was limited by the 
operation scar. Six months after the original injury this scar 
was excised and skin-grafted. At this procedure the brachial 
artery and its branches were seen to be of normal calibre in 
the previously affected region. 


Observation in the above case supports the opinion 
that an intense arterial vasoconstriction is present in 
Volkmann's ischaemia, the change starting at a definite 
point on the brachial artery. Intense venous engorge- 
ment is also present. Operative intervention upon the 
artery did not here result in a speedy alteration in the 
state of affairs. It cannot be claimed that an operative 
measure which brings relief after eighteen hours in an 
acute vascular crisis is a factor in the cure. Similarly, 
as regards operative measures on the venous side, there 
was no haematoma to release. While decompression of 
the muscle bellies caused an improvement in the appear- 
ance of these, there was no immediate relief in the 
peripheral circulation, as seen by the state of the fingers. 

It would appear that surgical intervention directed to 
the arteries does not contribute to a favourable termina- 
tion of the circulatory changes in Volkmann's ischaemia. 
Reduction of the fracture and expectancy, with judicious 
freedom of the elbow flexure while preserving the position 
of the fracture, form the first measure, assisted by eleva- 
tion. It is possible, however, that decompression of the 
muscle bellies by division of the fascia may prevent the 
occurrence of permanent muscle changes during the slow 
process of vascular readjustment. 

Discussion 

Just as pathologically there are two changes in Volk- 
mann’s_ ischaemia—arterial and venous—so two 
theories based on these changes exist. Volkmann's 
opinion was that the condition was due to venous con- 
gestion and deprivation of arterial blood—an opinion 
which supports the pathological findings of these days 
but does not elaborate the mechanism of such changes. 
Brooks's experiments show conclusively that arterial 
deprivation alone does not cause these changes, and 
numerous clinical observations on cases of damaged 
arterial supply of the upper limb amply confirm this 
opinion. Brooks’s experiments, repeated by Middleton, 
emphasize the venous element, and there seems little 
doubt that the resulting cellular infiltration and sub- 
sequent fibrosis in the muscles are the result of venous 
congestion. 

The arterial change is very striking, but, as has been 
shown, treatment directed to the artery does not rapidly 
alleviate the condition. The sudden change of calibre 
roughly corresponding to the fracture site might suggest 
that this has been caused by direct contusion of the 
artery by the fractured upper fragment. Garber (1939), 
quoting a case of Clarke's, found this constriction in an 
identical position two inches above the elbow-joint in a 
case of ischaemia associated with fracture of the upper 
third of the radius and ulna. This important case seems 
to disprove any theory of direct injury. He also points 
out that pinching the artery causes a local constriction 
at the site of pressure, but that there is no distal vaso- 
constriction spreading to the radial and ulnar arteries. 
It is therefore not possible to assume that there has been 
an arterial disturbance by the direct effect of the frac- 
tured bone ends. The pronounced venous changes led 
Middleton to suggest that the essential cause of the 
ischaemia was compression of the junction of the super- 
ficial and the deep venous plexus, but, as already pointed 
out in my case, no haematoma was found in the ante- 

cubital fossa, and it was also observed that the venous 


junction shared in the engorgement. It is apparent that 
the vascular changes in Volkmann’s ischaemia are striking 
on both the arterial and the venous side. 

It is probable that the venous engorgement accounts 
for the pathological changes in the musvles and that relief 
of this engorgement mitigates the permanent damage. A 
parallel is found in the good effect of cranial decom- 
pression in cases of cerebral oedema. 


The cause of the arterial and venous changes has yet 
to be explained. A general venous engorgement can be 
accounted for by the distortion and general obstruction 
of the normal circulation by reason of severe deformity 
and the accumulation of metabolites which cause capillary 
dilatation. It seems that the physiological response to 
this is a vasoconstriction of the arteries in an attempt 
to diminish the blood flow to-a limb already soaked with 
fluid. The practical inference is that attention must be 
directed to the venous engorgement by reduction of the 
deformity, elevation of the limb, and, if need be, the 
emergency measure of decompression of the muscle 
bellies to limit the local damage while vascular readjust- 
ment is taking place. 


REFERENCE 
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OCCLUSION OF THE BRACHIAL ARTERY 
AND VOLKMANN’S ISCHAEMIC 
CONTRACTURE 


BY 
L. W. PLEWES, M.D.Tor., F.R.C.S.Ed. 


Surgeon in Charge, Fracture Clinic, and Consulting Ortho- 
paedic Surgeon, Luton and Dunstable Hospital 


Until recent years the most widely accepted theory of the 
cause of Volkmann’s ischaemic contracture was that it was 
due to acute venous obstruction. This view was sup- 
ported by clinical observations and by the experimental 
work of Brooks (1922) and Jepson (1926). Middleton 
(1928) described the anatomical details contributing to 
the condition. 

In 1928 Leriche published a case of Volkmann’s syn- 
drome following a supracondylar fracture of the humerus 
on which he had operated and found complete oblitera- 
tion of the brachial artery. He resected the obliterated 
portion of the artery, and the patient rapidly recovered. 
Since then many cases have been presented supporting 
this observation (Fontain and Kunlin, 1936: Brentano, 
1935: Feévre and Bertrand, 1935; Leveuf, 1938; Leveuf 
and Funck-Brentano, 1938; Garber, 1939; and Griffiths, 
1938a, 1938b, 1940). Furthermore, Wilson. (1932) and 
Brooks (1922) showed that lesions similar to those of 
Volkmann’s syndrome could be produced by occlusion 
of the main artery of a limb. Finally, both Jefferson 
(1934) and Griffiths (1940) have reported cases in which 
this syndrome has followed embolism. 


Although not yet widely recognized in this country the 
above evidence shows that some at least of Volkmann’s 
contractures originate from an arterial lesion. The fol- 
lowing report may be of some value in support of this 
theory, but is open to the criticism that, since contracture 
did not develop, the case may not have belonged to this 
group at all. The arteriectomy recorded below is, I 
believe, the earliest following arterial contusion with signs 
suggestive of Volkmann’s- syndrome: the arteriectomy 
was done early enough, in fact, to prevent the develop- 
ment of this dreaded malady. 
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Case Record 


A girl aged 7 was admitted to hospital on August 28, 
1939, after falling from a tree. She had a compound supra- 
condylar fracture of the right arm. The proximal fragment 
of the humerus was protruding through a grossly contaminated 
wound, and the median nerve and brachial artery were 
stretched over it. Her hand was cold and slightly cyanotic, 
there was no pulse, the fingers were kept in a slightly flexed 
position, and there was complete loss of sensation to pin- 
prick below the level of the elbow. On pressing the finger- 
nails and fingers one could get no return of circulation. 


Operation was begun one hour after the accident. The 
wound was excised and practically all the brachialis anticus 
was removed because of extensive contusion and laceration. 
After excision of the wound the fracture was reduced and the 
brachial artery exposed upwards as far as two inches above 
the level of fracture and down to the level of the bifurcation. 
At the former level the artery looked and felt like a piece of 
string. Pulsation stopped about three-quarters of an inch 
above this point. There was obvious haemorrhage into the 
adventitia. No pulsation could be felt in the radial and ulnar 
arteries. One inch of the brachial artery was resected, the 
upper level of excision being just above the point where 
pulsation stopped. On opening the excised portion of the 
artery the intima was found to be discoloured by subintimal 
haemorrhage, and there was a small thrombus attached to the 
wall. About five minutes after the resection was completed 
the hand was noted to be warm. The median nerve was 
swollen and discoloured. The wound was closed without 
drainage and a collar-and-cuff applied. 

At the end of the operation the hand and fingers were 
warm and pink. A feeble radial pulse could be felt. The 
following day a complete median palsy was noted, other 
movements and sensation having returned. The wound 
healed by first intention, and the arm was taken out of the 
collar-and-cuff four weeks after operation. The patient de- 
veloped slight trophic changes such as shininess of the skin 
and a deeper coloration of the hand than normal. On eleva- 
tion of the limb the hand became a pale pink colour, and in 
dependent positions it became cyanotic. At all times the 
hand and fingers were colder than those of the other side. 
A few days after operation the patient was given a woollen 
glove with an opponens splint incorporated in it, and she 
wore this continuously. 

Three months after the accident she had made an almost 
complete recovery from the median palsy. There was no 
anaesthesia or paralysis, but still some motor weakness. 
Twenty-five degrees limitation of full extension of the elbow- 
joint was present. The child was attending school and play- 
ing games as usual. Six months after operation the trophic 
changes were not so pronounced, and extension of the elbow 
was only a few degrees short of normal. 


Commentary 


The clinical significance of this case is important. It 
appears to have been established that arteriectomy per- 
formed twenty-four hours after the injury does not pre- 
vent the complication of Volkmann’s syndrome. But 
this case supports the view that early arteriectomy will 
do so. Griffiths’s two cases were successful after five 
and six hours, whereas Aurousseau’s (1938) case was 
only partially successful after twenty-three hours. 
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| Clinical Memoranda 


Granulocytopenia following Sulphapyridine 
Therapy 


To the growing literature on granulocytopenia following 
sulphapyridine therapy the following case is added. 


Cast REPORT 

A 15-months-old male baby was transferred to the Park 
Hospital on February 5 suffering with meningitis. He had been 
admitted to another hospital two days previously with broncho- 
pneumonia, the meningeal signs appearing only on_ the 
morning of the Sth. At that time a lumbar puncture showed 
turbid fluid under increased pressure, and a meningococcus of 
undetermined group was grown. On admission to the Park 
Hospital the infant was in good general nutrition, with obvious 
signs of meningitis, but there was no petechial rash. No gross 
physical signs were detected in the chest. The diagnosis of 
cerebrospinal fever was confirmed by spinal puncture and the 
routine laboratory examinations. 

Sulphapyridine was administered as follows: two |-gramme 
doses on February 5,-3 grammes daily on the 6th and 7th, 
2 grammes daily on the 8th, 9th, 10th, and Itth, and 1.5 
grammes on the 12th—a total of 17.5 grammes over a period 
of eight days. The sulphapyridine content of the cerebro- 
spinal fluid was 7 mg. per 100 c.cm. twenty-four hours and 
4 mg. fifty-two hours after the initiation of treatment. 

The patient rapidly responded to treatment, and on ihe 
third day from admission the cerebrospinal fluid was clear 
and contained 176 cells per c.mm., 50 per cent. of which were 
mononuclear. On the following day, however, the baby was 
pale, restless. and ill, with rapid grunting respirations and 
slight rise in temperature. The general condition became 
worse the day afterwards. with high fever and _ listlessness. 
Although physical examination and a radiograph failed to 
reveal any area of consolidation in the lungs, it was obvious 
that the child was Suffering from a _ respiratory infection. 
There appeared to be some discrepancy between the severity 
of the constitutional symptoms and the gravity of this respira- 
tory infection. As conditions remained unchanged, drug fever 
or agranulocytosis was suspected after a few days’ observation, 
but there was no rash and no ulcerations had appeared in the 
oropharynx. 

On February 13 a blood count showed 6,000 white cells per 
c.mm., with only 21 per cent. polymorphonuclears and no 
eosinophils. The following day the white cells had fallen io 
4,000, with 9 per cent. polymorphs. Pentnucleotide, 10 c.cm. 
in two doses, was given that day by the intramuscular route 
and repeated for the next two days. The white cell count on 
February 15 was 5,400 per c.mm. with 20 per cent. poly- 
morphs: on the 16th it was 8,800, with 40 per cent. 
polymorphs : and on the 18th it was 8,200, with 55 per cent. 
polymorphs. Eosinophils (2 per cent.) reappeared in the blood 
on the 18th. 

The clinical conditions rapidly improved from the 16th, 
when the temperature fell abruptly. The child has since made 
an uninterrupted recovery. 


COMMENTARY 

This case belongs to the relatively mild group, as the 
granular white cells in the peripheral blood numbered 
400 per c.cm, at their lowest. Necrotic ulcers in the mouth 
were absent throughout. A respiratory infection coming 
on top of a meningitis could account for the greater part 
of the constitutional symptoms observed, but there was 
some clinical indication that this might not be the whole 
explanation : it was this clinical impression which led to 
the search for some other possible explanation. The search 
was justified by its results, and confirms the importance of 
blood examination when there is a secondary rise in tem- 
perature or when not entirely accountable symptoms 
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appear during and shortly after a course of sulphapyridine 
treatment. I would like to emphasize the fact, certainly 
not new to those who have followed the literature, that 
even small deviations from normal call for repeated daily 
white cell counts. 
to fall a few days after the drug has been discontinued, as 
the present case well shows. 


The dosage of sulphapyridine was slightly higher and 
more prolonged in the middle range than that generally 
used at the Park Hospital for the treatment of meningitis 
(Banks, 1939), as it was thought inadvisable to reduce the 
drug too rapidly in the presence of a respiratory infection. 
The difference was, however, not great, and it is not 
thought to have played any important part in determining 
the fall of the white cells. 


I must not be too dogmatic about the value of treat- 
ment with pentnucleotide in this case. Spontaneous 
recovery in mild cases is well within the limits of possi- 
bility when the drug has been stepped, but I would not 
care to recommend abstention from treatment. 


I have to thank the medical officer of health of the London 
County Council and Dr. H. S. Banks, medical superintendent 
of Park Hospital, for permission to publish this case. 

Park Hospital, $.E.13. E. Montuscui, M.D. 


REFERENCE 
Banks, H. S. (1939). Lancet, 2, 921. 


Abortus Fever treated with Sulphanilamide 


The following case of abortus fever is of interest in that 
it was successfully treated with sulphanilamide. 


Case REPORT 

A soldier aged 30 was admitted to the Cell Barnes Hospital 
on February 2 with influenzal symptoms. He had a red 
throat, retrosternal pain, and glands in the neck, with pyrexia, 
for which he was treated symptomatically. On February 16 
he still had a red throat, and there were coarse rales with 
diminished breath sounds at the base of his right lung. His 
presenting symptom at this time was a frontal headache, and 
transillumination revealed an opaque left antrum; he was 
therefore given a short course of sulphapyridine (M & B 693) 
amounting to 12 grammes in four days. He then started to 
improve, and on February 25 he got up and was about to be 
discharged to his depot when he complained of malaise. In 
a few days he developed pyrexia, with profuse sweating at 
night, but no abnormality other than a red throat was dis- 
covered on examination. 


On March 12 the spleen was found to be enlarged one 
fingerbreadth below the costal margin. On account of the 
persistent night sweats, fever, and the enlargement of the 
spleen abortus fever was diagnosed. This diagnosis was con- 
firmed by a positive agglutination of the serum to abortus 
fever in 1/2,500. On this date a blood count showed: haemo- 
globin, 74 per cent.; red cells, 4.300.000 per c.mm.; white 
cells 7.000 per c.mm.—polymorphonuclears, 37 per cent.; 
lymphocytes, 59 per cent.; and monocytes, 4 per cent. The 
erythrocyte sedimentation rate was 21 mm. in one hour. His 
serum showed a negative reaction to glandular fever and to 
the typhoid and paratyphoid groups. A radiograph of the 
chest and sinuses revealed no organic disease. 

The patient was put on sulphanilamide and he received 
28 grammes from March 15 to 21, by which time the tempera- 
ture had fallen almost to normal. No recurrence of the fever 
was observed, and the patient made a rapid recovery. 
Although the temperature did not fall at once, relatively 
large doses of sulphanilamide were persevered with, and the 
successful result of this case must be attributed to the drug. 


My thanks are due to Dr. Burke, medical superintendent, 
and to Dr. Geoffrey Evans, consulting physician, for permission 
to publish this case. 

W. F. T. Tattow, M.B., B.S., 


House-physician, Cell Barnes Hospital, St. Albans. 


The white cells may start and continue . 


Reviews 


LEPROSY 


Leprosy. By Leonard Rogers, K.C.S.L, C.1.E., M.D., 
F.R.C.P., F.R.C.S., F.R.S., 1.M.S. (ret.), and Ernest Muir, 
CLE:: M.D., F.R.C.S.Ed. Second. edition. (Pp. 260} 
illustrated. - 15s. net.) Bristol: John Wright and Sons, 
Ltd.; London: Simpkin Marshall Ltd. 1940. 
The modern history of the leprosy problem really begins 
in 1915, when Sir Leonard Rogers first began to treat the 
disease by injecting the sodium salts of hydnocarpus and 
chaulmoogra oils in watery solution. For very many 
years chaulmoogra oil had been recognized as the one 
remedy of any value in this disease, but the manifold 
difficulties surrounding its administration had prevented 
its employment to any considerable. extent. Since 1915 
a great deal of excellent work has been done to make it 
available and practicable as a potent remedy for leprosy 
by Sir Leonard Rogers and others, and when he and 
Ernest Muir in 1925 published their now well-known 
treatise they were able to state that effective methods 
were available for clearing up the symptoms and infec- 
tivity of most early and some advanced cases, and that 
the whole question had entered on a new and more 
hopeful stage. Fifteen more years have elapsed, and 
the second edition of their valuable work now lies before 
us. The progress that has been made in dealing with 
leprosy is immense. First of all the main reliance on 
lifelong compulsory isolation as the sole method of 
prophylaxis has been nearly universally modified ; out- 
patient clinics have been set up for the.treatment of early 
cases in their non-infectious or only slightly infectious 
stages, and consequently patients venture to seek treat- 
ment instead of concealing themselves until too late to 
benefit materially from modern methods. Moreover, 
leper settlements have steadily taken on more and more 
the aspect of agricultural colonies which are to some 
extent self-supporting, and in which the inhabitants lead 
happier and more useful lives than in the old prison-like 
asylums where these poor people were formerly confined. 
In consequence of these changes the authors have found 
it necessary largely to rewrite their book. This they have 
done very successfully, and there is no doubt that it will 
maintain its place as the standard authority on the subject. 
In these pages leprosy is discussed from every aspect, but 
the sections which will probably appeal most to the general 


‘medical reader are those on prognosis and treatment. 


The authors state that prognosis is much more favour- 


able in the neural than in the lepromatous type, and they 


go so far as to say that early neural cases may be expected 
to recover with little or no deformity, provided that their 
general health and environment are good. In lepromatous 
cases the prognosis is more uncertain, and good’ health 
and environment are of even greater importance. These 
are wonderful words, and could not have been written 
fifteen years ago when the first edition of this book 
appeared. In fact, at that time the authors expressed 
doubt as to whether leprosy could ever be cured without 
passing through the three stages of local infection, general 
diffusion, and late acquired immunity—an immunity only 
gained by comparatively few patients more fortunate than 
others in their bodily strength and favourable environment. 


Some aid is afforded in making a prognosis by employing © 


the lepromin test of Mitsuda. Lepromin is an emulsion 
made from leprous nodules by a special technique. When 
intradermally injected it gives a nodular reaction which, 
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when well marked, indicates a high natural resistance and 
consequently a favourable prognosis. 

The treatment of leprosy is a complicated problem. As 
is well known, there are points of resemblance between 


Jeprosy and tuberculosis, and as in that disease the sur- 


roundings, and nutrition and also the mental condition 
of the patient are all of great importance. The patient 
must be encouraged to exert his will-power in the direction 
of getting better. But the sheet-anchor of treatment is 
the injection of hydnocarpus oil and of esters derived 
therefrom, as advocated by the International Leprosy 
Congress of 1938. The injections may be intramuscular, 
subcutaneous, or intradermal. Great care is necessary in 
applying this treatment, because every injection produces 
a negative phase, and patients vary enormously in their 
toleration of these remedies. The authors state that they 
have often seen harmful results from injudicious efforts. 
In estimating the patient’s tolerance of the chaulmoogra 
derivatives the blood sedimentation test is of great value, 
a high index being a sign either to delay further injections 
or to diminish the dose. The usual dose is from 0.5 to 
6 c.cm. once or twice weekly. But the whole sybject of 
leprosy does not really admit epitomization, and readers 
interested in the disease must consult the original work. 
If they once take it up they will find it difficult to put 
down again. It is a fascinating study of one of the 
greatest medical and sociological problems of the present 
day by two authors who have done more than anyone else 
to make possible the progress they record in their book. 


AN OBSTETRICAL GUIDEBOOK 
Midwifery, Principles and Practice for Pupil Midwives, 
Teacher Midwives, and Obstetric Dressers. By R. 
Christie Brown, M.B., M.S., F.R.C.S., F.R.C.O.G., and 
Barton Gilbert, B.Sc., M.D., F.R.C.S., M.R.C.O.G. With 
an Infants Section by Richard H. Dobbs, M.B., B.Ch., 
M.R.C.P. (Pp. 796; 203 figs. 15s. net.) London: 
Edward Arnold and Co. 1940, 

A good guide is always worth paying for—a fact which 
the midwife who wonders whether she can afford I5s. 
for a textbook would do well to remember. Midwifery, 
by Brown and Gilbert, can be recommended as an excellent 
guide to midwives, teachers, and students alike, with 
whom it will rapidly and deservedly become popular. 
Written by two experienced teachers, the book is a 
refreshing blend of general principles and practical details. 
The principles are clearly and concisely explained and 
illustrated by many neat analogies, which should make 
it easy for all readers to master the essential facts of 
even such subjects as the kinetic theory of matter. The 
authors believe that the ability to think rather than to 
memorize is of particular importance to those whose work 
demands coolness, decision, and action at a time of 
emergency in difficult circumstances, and the book is 
designed and written to stimulate thought rather than to 
tabulate facts. In the opening thirty pages there are 
six chapters dealing with scientific principles, in which the 
reader is introduced to such things as the structure of 
matter, diffusion and osmosis, acids and alkalis, energy 
and the chemical changes of oxidation and hydrolysis. 
As a result of this the midwife can understand among 
other things why castor oil differs from Epsom salts in its 
mode of action, and why litmus paper changes colour. Her 
knowledge is not profound, but she has started to think, 
and the process is encouraged as further chapters are 
read. The second, third, and fourth sections of the book 
deal in more detail with general anatomy and physiology 
and with the special anatomy and physiology of the repro- 
ductive system and the foetus. This is followed by sec- 
tions describing normal labour and the normal puerperium 


with, as a logical sequel, a discussion of their manage- 
ment. Occasional statements such as “ the common cause 
of a floating head in a _ primigravida is dispropor- 
tion’ and “during the first stage descent is not taking 
place’ are strangely out of place in pages filled with 
accurate teaching. The chapter on ante-natal care is par- 


ticularly good. 


The concluding sections describe abnormal pregnancy, 
labour, and puerperium, with particularly good chapters 
dealing with obstructed labour, trial of labour, prolonged 
labour, and sepsis. The amount of useful information 
condensed into relatively few pages is remarkable, and yet 
the concentration is not so great as to make reading diffi- 
cult. The treatment of haemorrhage is well discussed, 
but by some strange oversight the- reader is not warned 
of the dangers of vaginal examination in cases of placenta 


praevia. In fact, the midwife would probably assume 


that she must make such an examination to establish the 
diagnosis before sending for medical aid. 
“The child” is admirably dealt with by Dr. Dobbs, 


_who gives a condensed account of the infant with many 


useful reminders of the relationship that should exist 
between mother, nurse, and child. The value of breast- 
feeding is stressed, but a useful scheme of artificial feed- 
ing is given. The concluding pages deal briefly with 
obstetric operations and are a little disappointing. No 
mention is made of the conditions that should be present 
before forceps are applied, nor is any reference given to 
the corollary of what so often happens if these conditions 
are ignored. With few exceptions the illustrations are 
excellent. Although the book is obviously written pri- 
marily for midwives, no medical student interested in 
obstetrics would regret purchasing a copy. There is need 
for such a book and we wish it well. 


SHOCK 


Shock : Blood Studies as a Guide to Therapy. By John 
Scudder, M.D., Med.Sc.D., F.A.C.S. (Pp. 315; 55. illus- 
trations, 5 plates, 3 of which are in colour. 30s. net.) 
Philadelphia, Montreal, London: J. B. Lippincott 
Company. 
In time of war any book on shock demands attention, 
more especially when it has the benediction of A. O. 
Whipple and is so luxuriously produced. The object of 
this volume is to direct attention to the blood potassium 
in shock as a guide to prognosis and treatment. In 
clinical and experimental studies it has been found that 
when the blood potassium is increased over 100 per cent. 
all patients died, whereas there were no deaths when 
the increase was under 25 per cent. Those who, like 
Freeman, believe that there is essentially an excessive 
and harmful increase of sympathetic activity in shock 
will find support in this conclusion, for D’Silva, working 
for the Asthma Research Council, found that a rise of 
blood potassium was characteristic of increased sym- 
pathetic action. The author points out that the rise 
of blood potassium, like increased blood concentration, 
precedes the fall of arterial pressure by many hours. 
No doubt this is true of many other blood changes. 

In regard to treatment nothing new is put forward ; 
but the rapid administration of large amounts of pre- 
served blood stored too long would seem to be contra- 
indicated because of its high potassium content. Dr. 
Scudder just stops short of suggesting possible potassium 
poisoning, but he gives the lethal dosage and many details 
regarding its action, and surprisingly does not refer to 
the possibility of utilizing the natural antagonist calcium 
to counteract it. He supports treatment with adrenal 
cortical extract and the usual measures. 
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The book is essentially a thesis on one aspect of the 
subject of shock, but is an excellent one involving a large 
amount of work and will be of great value to research 
workers, as it assembles in a convenient form references 
to much little-known earlier work. There are over 500 
references, beginning with one of 1492 referring to the 
transfusions of Pope Innocent VII, with the death of the 
three donors before they could spend their ducats. They 
are given in tabular form, and bring out the historical 
developments of the conception and treatment of shock 
and the discovery of some of the functions of the adrenal 
glands. 


BERKELEY MOYNIHAN 


Berkeley Moynihan—Surgeon. By Donald Bateman. 

(Pp. 354. 12s. 6d. net.) London: Macmillan and Co. 

1940. 
“Be to his virtues very kind and to his faults a little 
blind” was the wise advice given by a matron to a 
newly married wife. By following this advice Dr. Donald 
Bateman has produced an excellent account of the late 
Lord Moynihan. It is written for the general reader, 
from personal knowledge and with the approbation of the 
present holder of the title, who supplies a short com- 
mendatory preface. The book thus supplements the first 
Moynihan Memorial Lecture by Professor Hey Groves, 
which appeared recently in these columns (April 13 
and 20). 

Dr. Bateman tells of many things hitherto unknown 
about Lord Moynihan’s early life and about his heroic 
father, who won the Victoria Cross at Sebastopol during 
the Crimean War and died of undulant fever at Malta ten 
years afterwards. Andrew Moynihan was then a captain, 
and on his arrival at Malta not a man in his company 
could read or write; twelve months later each could 
write home and all could read. Nor was his mother less 
heroic. She arrived in Liverpool with a pound a week 
to maintain herself, her two daughters, and the son. It 
is'no wonder that Moynihan knew the meaning of poverty 
and appreciated the value of money. Living in Leeds 
with relatives not much better off, means were found to 
educate him and to put him into the medical profession. 
His own talents and his Irish heredity soon brought him 
to the front, and in Leeds he remained for the rest of 
his life. In Leeds he achieved great success. It led to 
his six years’ Presidency of the Royal College of Surgeons 
of England, which paved the way to a peerage. The story 
is well told in good English, and is illustrated with a not 
very pleasing portrait as a frontispiece, for the expression 
is too severe, and two, more natural, photographs taken 
in uniform. The book is a pleasure to read, and there is 
a promise of a further volume of Collected Addresses. 


MEDICAL ENTOMOLOGY 


Medical Entomology, with Special Reference to the 
Health and Well-being of Man and Animals. By William 
B. Herms. Third edition. (Pp. 582; 196 figures. 24s. 
noe New York and London: The Macmillan Company. 
This is a well-written, concise manual, designed for the 
physician rather than the professional entomologist, 
though the latter will find much here that is instructive 
and informative. The first three chapters deal with the 
historic development of this branch of applied biology, 
parasitism, and insects as vectors; then two chapters 
follow on general morphology and insect mouth parts. 
These two form an’example of the dilemma which so 
often confronts the author of similar textbooks: Should 
he make the basic scientific section comprehensive (and 
risk the book’s becoming unwieldy or unbalanced) or 


should he presume the reader has an adequate training in 
the basic sciences (and has not entirely forgotten it)? Here 
the latter alternative has been chosen, and an account js 
given of the essentials only. This is quite sufficient for 
the needs of most medical readers, and those whose re. 
quirements are greater would in any case have recourse 
to such standard works as Imms or Snodgrass. 

The remainder of the book is arranged on taxonomic 


lines, with chapters or sections at the relevant places 


dealing with insect control. There is a little emphasis on 
types found in the United States, as is only to be expected 
in an American textbook, but it is not to the exclusion of 
other important matter, and the full field is covered. A 
few points have been noted for criticism. The statement 
on page 145 that kala-azar is endemic in Iraq is incorrect, 
Cutaneous leishmaniasis is common, but if kala-azar . is 
found at all it is an imported case. On page 256 iodine 
is advocated to relieve the irritation of mosquito bites, 
The reviewer has frequently treated mosquito bites which 
had gone septic, and in every case iodine had been applied 
previously (but this is given only as an observation and 
no explanation is offered). In the treatment of scabies 
(page 474) the author says sulphur ointments “ give very 
good results if applied at intervals of three or four days.” 
This persistent therapy would be more likely to set up 
sulphur dermatitis. There are some two hundred illus- 
trations—photographs and line drawings, both excellently 
done—but in many the scale is not indicated and this 
detracts from their value. 

To disagree with a few odd points is not to cavil at 
the whole book, but is rather evidence that it has been 
read closely and with interest. The general verdict is 
entirely favourable, and the book is recommended with 
confidence. 
end of each chapter. ‘ 


Notes on Books 


seventh edition of Professor SYDNEY SMITH’sS. Forensic 
Medicine is published by J. and A. Churchill at 25s. This 
first-class textbook for students and practitioners has been 
brought up to date since the last edition appeared two years 
ago. It is, of course, unique in being enriched by the author's 
experience in the chair of forensic medicine in the University 
of Cairo before he returned to Edinburgh. In that large and 
turbulent Egyptian city he came into close daily contact with 


a very varied material, much of which was strange to a ~ 


British practitioner. He deals unusually fully with the identi- 
fication of human remains, the examination of blood-stains, 
and the investigation of firearm injuries. It is easy to believe 
that he found it difficult to cut out earlier work to make room 
for new work and new illustrative cases in the present edition. 
He clears up a number of points in which English and Scots 
law differ, especially in matters concerning children, lunacy, 
birth, and the investigation of the cause of death. He has 
amplified the chapter on head injuries, blood groups, and hairs, 
and has added a number of illustrations. 


Impressed by the dangers of widespread ignorance of the 
nature, causation, and treatment of cancer, Professor GUSTAVE 
Roussy has essayed a popular exposition, brief but as com- 
plete as possible, of contemporary knowledge of the disease 
(Cancer: published by George G. Harrap and Co. : 6s.). 
The author is eminent and erudite, yet the book. despite its 
wealth of information, misses its mark. It is surely beyond 
the comprehension of the layman, and cannot be commended 
without reserve to the medical reader. The compression of 
the current knowledge of cancer into one small book is. of 
course, an onerous task, and no selection of material will 
satisfy everyone; but apart from the amount of space 
allotted to them the discussions of several topics in this book 


Useful bibliographies are included at the — 
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are unsatisfactory. Accounts of recent work are especially 
open to criticism. The description of Bittner’s experiments on 
the effects of foster-nursing on the incidence of tumours in 
mice is marred by the failure to indicate that they refer only 
to mammary tumours; and when observations of so recent 
date are included it is surprising that the lung cancer of 
Schneeberg miners is attributed to the action of cobalt, the 
probable role of radio-active substances being ignored. The 
defects of the book are accentuated by a translation notable 
for verbosity, infelicities, and obscurities which result, it 
seems, from an attempt to write English prose in the French 
idiom. Readers of French scientific literature are inured 
to the ill treatment to which British and American proper 
names are subjected, but demand more care in an English 
edition; the “howler” on page 122 is outstanding. Appar- 
ently the author and the translators alike are unaware that 
the Cancer Review ceased publication several years ago. 


Feeling that the ever-growing library on the care of the 
baby often lacks information on the toddler stage, Miss 
Mary CHADWICK has written an interesting little book on 
The Toddler in the Home (George Allen and Unwin, Ltd., 
2s. 6d.). The psychological aspects of the subject are well 
treated but the chapter on diet is disappointing. No exact 
details are given and milk is briefly dismissed with no indi- 
cations as to what variety may be safely given. Miss Chadwick 
seems to have accepted the “ acidosis ” story without hesitation, 
and the use of the first person plural has an accumulative 
irritating effect. Despite these faults, however, the book should 
prove of help to many parents who are finding difficulty with 
the “ dowager baby.” 


The Précis d'Hygiéne, originally produced in 1914 by JULES 
CouRMONT, at that time professor of hygiene at Lyons, and 
later carried on by his brother and successor in office, has 
now, in its fifth edition, been most competently recast by Pro- 
fessor A. RocHalx, the present holder of the chair. In con- 
nexion with demography the pronouncement is made that the 
depopulation which is causing anxiety in France to-day will 
never be reversed or even arrested by mortality reduction alone. 
What is required is l’esprit nataliste to induce a soaring birth 
rate. The section on food has been enlarged. Attention is 
devoted to industrial hygiene, and epidemiology rewritten in 
the light of modern views on the paths of infection and the 
uses of prophylaxis. The section on social hygiene includes 
articles on rheumatism, mental disorder, and heritable disease 
conditions. The book is admirably turned out. Though it 
contains 1,000 pages it is easy to read and light to handle. The 
publishers are Masson et Cie, and the price in paper covers 
§2.75, or bound in cloth $3.20. 


Preparations and Appliances 


TOURNIQUET FOR ALL PURPOSES 


Mr. L. DouGaL CALLANDER, surgeon to the Royal Infirmary, 
Doncaster, writes: 

The anchor type of tourniquet known as Samway’s pattern 
depends for its efficiency on the elasticity of the rubber tubing, 
which, after it has been fixed round the limb, is secured to 
the wings of an anchor-shaped metal holder. 

Many of the instruments hitherto available suffer from 
serious disadvantages, inasmuch as the rubber tubing used by 
various makers is often too small in section or too hard in 
texture, thus frequently causing unnecessary injury to the 
tissues of the limb. The worst feature of the single Samway, 
however, is the difficulty in holding the wings of the anchor 
till the rubber is fixed, and in the double anchor pattern the 
size of the wings is too small to admit two fingers comfortably 
and at the same time provide a sufficient grip during the 
stretching and fixing of the rubber tubing. 

In an endeavour to overcome these difficulties I have de- 
signed a new tourniquet (Fig. 1). Its essential features are 


a corkscrew handle, large enough to admit four fingers, fitted 
to a single Samway’s anchor tourniquet the wings of which 
have been slightly lengthened, with rubber tubing of soft 
texture eleven-sixteenths of an inch in diameter. 


Fic. 1. 
(Registered design No. 838091.) 


It is essential in fixing the tourniquet that the rubber tubing 
should be first applied to the wing of the anchor distal to 
whichever hand is used to fix the rubber in the tourniquet 
(Fig. 2). Accordingly the fixing hand, be it right or left, 


should be crossed over to grasp the free end of the tubing, 
which is then pulled up and then down into the wings of the 
anchor, any additional pull or manipulation to tighten the 
tourniquet being carried out by the handle during this process. 
Owing to the softness of the rubber tubing it lies flat on the 
limb when fixed. 

This technique enables the tubing to be securely fixed into 
the wings of the anchor and provides that comfortable easy 
control essential for the rapid and efficient application of a 
tourniquet. 

It is a pleasure to use this new instrument after the un- 
comfortable earlier types; the ease and rapidity with which 
it can be applied will be readily appreciated in virtue of the 
considerable leverage one can obtain through the grip of the 
handle. Accordingly it is seldom necessary to pass the rubber 
round the limb more than once, thus greatly reducing the 
possibility of injuring the tissues of the limb. The handle of 
the tourniquet also facilitates very considerably its removal, 
particularly during an operation where sterilized sheets, mackin- 
toshes, etc., are covering the injured limb and the tourniquet. 

The tourniquet is also useful for intravenous injections in 
cases of shock or in V.D. clinics where it is necessary to apply 
some form of constriction to make the veins stand out in 
the arm. 

The instrument has been made for me by Messrs. Chas. F. 
Thackray, Limited, 10, Park Street, Leeds, 1, to whom I am 
indebted for the able manner in which they have carried out 
all my suggestions. 
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MEDICAL ASPECTS OF WORKMEN’S 
COMPENSATION 


The Workmen’s Compensation laws of Britain enact 
that an employer shall pay to the workman weekly 
eompensation so long as the workman is incapacitated 
from earning by reason of an accident arising out of, 
and in the course of, his employment. The Acts pro- 
vide that the workman shall be paid approximately 
half his weekly earnings up to a maximum of. 30s. a 
week. If he is incapacitated from doing his old job 
but is able to earn a fraction of his previous wages 
by doing “light work” the employer must pay half 
the difference between his new wage and his previous 
wage up to a maximum of 30s. It will be understood, 
therefore, that the Workmen’s Compensation Acts 
have a purely cash basis; they do not take into con- 
sideration the nature of the injury or the costs of the 
treatment of the injury or any other costs imposed 
on the workman or the employer incidental to the 
accident. In these respects the Workmen’s Compen- 
sation laws of Britain differ materially from Work- 
men’s Compensation laws in most other countries. 
In the United States of America compensation is 
paid for physical disability indirectly for 
incapacity for earning, and in a varying degree the 
different State laws provide for the treatment and re- 
habilitation of the injured workman. The cost, or a 
proportion of the cost, of this treatment has to be 
borne by the employer. It will be understood, there- 
fore, that the medical problems in Britain’s Jaws and 
those of other countries are essentially different. There 
may be no very great difficulty in determining and 
assessing a question of physical disability ; a satis- 
factory prognosis can be given and a state of finality 
can be recognized with a considerable degree of 
accuracy. But the problem of incapacity for earning 
is quite different, and the doctor who signs the certi- 
ficate of fitness for work or of fitness for “light work ” 
is expected to have an intimate knowledge of the 
‘various processes in the work and of the amount of 
physical strength, endurance, and dexterity that is 
necessary to perform those processes in a manner that 
will enable the normal weekly output to be made; in 
addition to the physical requirements, the mental or 
nervous requirements must also be considered. 

The evidence presented by the British Medical 
Association to the Royal Commission (of which a 
summary appears in our Supplement this week) is 
based fundamentally (a) upon the difficulty of obtain- 
ing satisfactory medical evidence on the question of 
fitness for earning, and (b) on the question of the 
advisability of widening the Workmen’s Compensation 
laws so that they no longer have a purely cash basis 
but also consider the necessity for providing treat- 


ment for the injured workman and for his rehabilita- 
tion. The reforms that the Association suggests may 
in some respects cost money, and the necessary funds 
may be raised in one of several ways: from the em- 
ployer, from the workman, from the State, .by con- 
tributions from each of the three, or by contributions 
from the first two only of the three. In determining this 
question of responsibility for costs many problems, 
sociological and economic in addition to legal ones, 
have to be considered, and the Association does not 
feel in a position to offer any definite evidence on the 
subject to the Commission. It is perhaps a pity that 
Workmen’s Compensation laws were on the Statute 
Book before national health insurance had been con- 
sidered, as this would have covered both injuries at 
work and injuries away from work, and then it would 
have been a fairly simple matter to have altered the 
law to provide adequate weekly payment to the injured 
workman and adequate medical treatment. 

As the law stands at present the workman must give 
notice to his employer of the injury which has caused 
his incapacity from work within six months of its date. 
He must also supply, if required, a medical certificate 
showing his incapacity for work. The employer has 
the right to have an independent examination of the 
workman without the presence of the workman's 
medical adviser. If the employers are satisfied, from 
the medical report they obtain, that the workman is 
fit for full or partial work, they may, within six days 
of the examination, give notice to the workman of 
reduction or cessation of the weekly payments. The 
weekly payments, however, cannot be so reduced or 
terminated if within the ten days the workman tenders 
a counter medical certificate of continuing incapacity. 
Two courses are then open to the employer (and, if he 
wishes, both courses are open to the workman): 
instead of issuing a counter certificate he can (1) 
appeal to the county court judge, or (2) appeal to 
the medical referee. The medical referee is then 
required to give a certificate as to the condition of the 
workman and the type of work of which he is capable. 
The certificate of the medical referee becomes con- 
clusive evidence in the case. The medical referee has 
other powers, notably in deciding an appeal by either 
party from the decision of an examining surgeon in 
cases of industrial diseases. The British Medical 
Association is of the opinion that the system of 
medical referees is not satisfactory. It holds that the 
office should be abolished and the duties appertaining 
to that office be taken over by a properly con- 
stituted medical board. The board should consist of 
a whole-time chairman aided by two part-time mem- 
bers who would be chosen from a panel according to 
the requirements of the particular cases under review. 
The chairman would be a man with considerable 
knowledge of practical industrial surgery and, in 
addition, would be expected to acquire an intimate 
knowledge of industrial processes and working con- 
ditions in his area. There is no part of the medical 


curriculum which deals with this vital question of . 


physical fitness for work, and this aspect of medicine 
can only be studied after graduation: it needs a con- 
siderable amount of time and quite exceptional oppor- 
tunities, and it must be confessed that very few 
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medical practitioners in this country are able to give a 
satisfactory opinion on fitness for work other than 
jn one or two particular industries in which they may 
be, or have been, employed as medical officers. That 
is why the medical referee system has failed; it has 
often been impossible to find a man with the necessary 
knowledge to express an opinion which both sides can 
accept as authoritative, and the payment made to the 
medical referees has not been enough to permit them 
to spend a considerable part of their time in research 
into the industrial conditions in their neighbourhood, 
which would be necessary for them to be able to 
express such an authoritative opinion. The Asso- 
ciation is of the opinion that all disputed medical cases 
should be referred to this medical board, even those 
cases which at present are decided by the county 
court judge. In such cases, after an examination by 
the medical board, a full report should be made out, 
and this should become the sole medical evidence 
before the court. 

Another aspect of the Workmen’s Compensation 
laws that may need revision is the question of lump- 
sum payments in redemption of weekly compensation. 
As the law stands at present an employer has the right 
to appeal to a county court to record the redemption 
of a weekly payment, but he can only do so as a 
right if he is prepared to pay the total redemption 
value, representing a sum that is considered adequate 
to pay to the man for the rest of his expected life 
the same amount of weekly compensation as he is now 
receiving. On the other hand, either the workman 
or the employer may apply to the court to ratify an 
agreement between the parties for the redemption of 
weekly compensation by a lump-sum payment. This 
question of agreement between parties leads to much 
bargaining and, it is felt, of jockeying for position: 
for instance, the man’s weekly compensation may be 
reduced or costs may be piled up against him by 
repeated actions in court so that there is an induce- 
ment to settle his claim for a sum which he may not 
consider fair but which he finds necessary because of 
his financial embarrassment. The workman has some 
protection in that the settlement has to be passed by 
the registrar of the court or by the county court 
judge, and it must be stated that in most cases this 
has proved a fair protection to the workman’s interests. 
In other cases there is a suspicion that the man is 
dragging out his disability and failing to return to work 
as early as he might do in order to induce the em- 
ployers to pay him a lump sum to settle his claim. 
After examining the position the Association is of the 
opinion that the lump-sum payment does not operate 
to the benefit of the workman in most cases. It does 
not shorten genuine incapacity for work, and such 
evidence as it has been able to obtain suggests that 
lump-sum payments are not judiciously expended by 
the workman, so that his rehabilitation would have 
been more readily secured by an adequate weekly 
payment of compensation. 

Finally, the British Medical Association would like 
to see complete reconstruction of the Workmen’s Com- 
pensation laws which would give adequate treatment 
and rehabilitation for the injured workman. 


QUANTITATIVE METHODS OF BLOOD 
TRANSFUSION 


Until Marriott and Kekwick published their classical 
paper on drip transfusion in 1935! curiously little 
attention had been paid to quantitative methods of 
blood transfusion. It was customary to regard the 
administration of one or two pints of blood in thirty 
to sixty minutes as a satisfactory “ blood transfusion ” 
irrespective of the condition of the patient or his 
haemoglobin level. In a paper in our present issue 
the same authors have now carried their studies 
further in an attempt to discover the principles which 
should govern both the rate of transfusion and the 
quantity of blood given to any particular patient. 
For this purpose they have analysed 194 drip trans- 
fusions given for anaemia uncomplicated by acute 
haemorrhage. Transfusion should not, in their opinion, 
be used to restore haemoglobin. deficiency that can 
be treated successfully by ordinary measures such as 
iron or liver. Special circumstances alone make 
transfusion justifiable—namely, the need for operative 
interference, haemoglobin below what they consider 
the danger level (that is,. 25 per cent.), or when 
haemopoietic remedies are of no avail, as in the case 
of aplastic anaemia. 

‘In considering the volume of blood to be transfused 
Marriott and Kekwick conclude that it is essential to 
determine first how great a rise of haemoglobin is 


desired. If the blood is administered slowly enough ~ 


they find that the increase in haemoglobin percentage 
during the progress of the transfusion is in proportion 
to the added red cells and that no dilution from the 
added plasma results. They accept as a rough guide 
the old dictum that a pint of blood will give a rise of 
10 per cent. in haemoglobin level, but believe that a 
more precise figure is obtained by making a calculation 
on the basis of body weight. As a result of their 
own observations they draw the following conclusions 
as to what constitutes a desirable increase in a given 
type of case. A patient with an original haemoglobin 
level below 25 per cent. should have it raised to 
45 per cent.; in anaemia complicated by some 
emergency such as operation the haemoglobin should 
be raised to 80 per cent.; in anaemia in patients 
whose recovery is urgent for any special reason to 
100 per cent.; in aplastic anaemias to 60 or 80 per 
cent.; and in anaemias associated with sepsis to 100 
per cent. If an increase of more than 33 per cent. of 
haemoglobin is desired they consider the transfusion 
is best divided into two parts separated by at least 
two days. 

Rules which should govern the rate of transfusion 
are of the same importance as those controlling the 
volume, because rate is of special importance if undue 
strain is not to be put upon the circulation. Victor 
Riddell’ regards recognition of this fact as one of the 
chief advances made in transfusion methods in recent 
years. Marriott and Kekwick lay down four principles 
in the regulation of transfusion rate—principles which 
hold good even for the administration of amounts as 


1 Lancet, 1935 1, 977. 
? Blood Transfusion, 1939, London. 
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small as 500 c.cm. They conclude that the rate should 
never exceed | c.cm. per pound of body weight per 
hour, and in subjects with a haemoglobin less than 
25 per cent., with cachexia, or with cardiac or 
respiratory disease the rate must not exceed 0.5 c.cm. 
per pound of body weight per hour. This means 
that a man weighing 12 stone should not receive more 
than 168 c.cm. an hour as a maximum rate. The 
determined rate of flow must be maintained steadily 
and no acceleration even for short periods should 
be permitted. If any manifestation of cardiac failure 
appears—svch as cough, dyspnoea, or basal rales— 
the transfusion must be suspended. In addition to 
minimizing the risk of cardiac failure Marriott and 
Kekwick claim that slow transfusion reduces the 
incidence of reactions, though they give no figures to 
substantiate this conclusion. The same slow rate is 
advisable in their opinion if red cells, without plasma, 
but suspended in a minimum of isotonic non-protein 
fluid or a minimum of plasma, are given. On the 
whole, however, the authors are averse to interference 
with the normal plasma-red-cell ratio, as they consider 
there are probably nutritional and other factors present 
in normal plasma which are of benefit to anaemic 
patients. 

A quantitative, as opposed to a qualitative, approach 
to any problem marks a definite advance in know- 
ledge. It is clear that the principles discussed in this 
paper by Marriott and Kekwick are of great im- 
portance, though their dogmatic conclusions on 
quantitative details may need moderation in the light 
of future work. How far these principles will be 
applicable to the severe anaemias of acute haemorrhage 
raises Many urgent questions in view of the present 
threat of increasing casualties, both civil and military, 
mm the next few months. 


VASCULAR COMPLICATIONS OF CERVICAL RIB 


Symptoms referable to the presence of a cervical rib are 
sharply divisible into those resulting from lesions of the 
lower trunk of the brachial plexus as it crosses the rib 
and those resulting from obliterative arterial disease of 
the upper limb. The cause of these vascular changes has 
been the subject of much speculation, since experience 
has shown that the subclavian artery crossing the rib 
usually remains patent, obstruction occurring in the 
brachial and distal arteries. One of the most widely held 
hypotheses was that of Todd, modified by Telford and 
Stopford,’ who ascribed arterial obstruction to irritation 
by the rib of sympathetic fibres collected into a bundle 
on the inferior aspect of the lower trunk of the plexus, 
with spasm and subsequent endarteritis and thrombosis 
of the vessels supplied distally. This hypothesis has been 
criticized by Lewis and Pickering,” who pointed out that 
it did not allow for chronic irritation of a nerve being 
usually followed by paralysis and for the clear differentia- 
tion which is found in practice between those cases of 
cervical rib with vascular and those with nervous symp- 
toms. They described a case with evidence of obliterative 
disease of the small arteries of the hand in which operation 
disclosed no tension on the brachial plexus but showed 
an aneurysm of the subclavian artery as it crossed the 


1 Brit. J. Surg., 1931, 18, $57. 
* Clin. Sci., 1933-4, 1, 354. 


articulation between the cervical and the first thoracic 
ribs. Operation also showed the space between this 
articulation and the clavicle to be so narrow as to nip 
the artery when the arm was abducted, and they ascribed 
the aneurysm to this nipping. They suggested on the basis 
of this and previously described cases that obliteration 
of the distal limb arteries was due to injury of the sub. 
clavian artery with mural thrombus formation, and 
subsequent detachment of those thrombi obstructing the 
distal arteries. In a recent paper Eden* records the further 
course of Lewis and Pickering’s case and describes two 
new cases supporting their hypothesis. The first new case 
was of a woman aged 57 who complained of a pulsatile 
swelling in the left supraclavicular region but of no other 
symptoms. Operation showed this to be an aneurysm of 
the subclavian artery as it crossed a cervical rib; the 
plexus was under no tension and the artery was nipped 
_between abnormal rib and clavicle when the arm was 
abducted. The abnormal rib was removed. Eight months 
Jater the hand and arm became discoloured and cool, and 
pain was experienced on movement; thrombosis had 
occurred in the arteries of the arm right up to the 
aneurysm. The second new case was of a man aged 23 
who complained of attacks of white numb fingers in his 
left hand on exposure to cold, followed by gangrene of 
the tips of the left index finger and thumb. Examination 
showed a prominent left subclavian artery and absence of 
pulsation distal to the bifurcation of the left brachial. 
There was no cervical rib, but the clavicle was almost hori- 
zontal. Operation showed an aneurysm of the subclavian~ 
artery and that the artery was nipped between the first rib 
and the clavicle on abducting the arm. Ata second operation 
the artery was freed by removing a part of the first rib, 

with some relief of symptoms subsequently but no return 

of pulse in the obliterated arteries. In addition to these 

Eden has tabulated forty-five published cases of cervical 

rib with vascular complications, the whole forming an 

impressive body of evidence in favour of the view that 

the vascular disturbances result from injury to the 

subclavian artery. Smith* has just described the case of 

a male aged 28 in whom thrombosis had occurred in the 

third part of the subclavian artery, which appeared to 

be partly compressed proximally by a hypertrophied band 

of cervical fascia, no cervical rib being found. MacFee’ 

has given an account of a male aged 28 with gangrene of 

the left hand due to obstruction of the brachial artery ; 

operation disclosed a subclavian aneurysm just distal to 

a point where the artery seemed compressed between the 

scalenus anticus and a cervical rib. Smith and MacFee 

find difficulty in accounting for the vascular phenomena 

they describe ; unfortunately they are unfamiliar with the 

recent British work, for their cases would have permitted 

an excellent opportunity to test its validity. 


CLAY-SHOVELLER’S FRACTURE 


The designation of certain fractures is such that their 
aetiology is at once apparent. Motoring has come to 
have a pathology of its own, and one which changes 
with changes in car design. Chauffeur’s fracture has dis- 
appeared with the general use of self-starters, but bumper 
or fender fractures remain,® and now that chassis design 
has lowered the position of car bumpers this fracturé 
involves the upper end of the tibia and not, as formerly, 
the lower end of the femur. 


° Brit. J. Surg., 1939, 27, 111. 

4 Ann. Surg., 1940, 111, 546. 

Ibid., 549. 

© British Medical Journal, 1938, 1, 291. 
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the hip, in which the posterior lip of the acetabulum may 
be fractured also, is apt to affect the passenger in the 
front seat, but the driver, whose hip-joints are protected 
by the presence of the steering column, escapes this form 
of injury.’ . Now from Australia comes an account of 
an occupational fracture resulting from clay-shovelling. 
One or more spinous processes of the lower cervical or 
upper thoracic vertebrae are fractured in a patient who 
is usually a relief worker engaged in shovelling clay out 
of a deep drain. Unaccustomed to such work and of 
relatively poor physique, he tosses up heavy loads of 
clay ten, twelve, or fifteen feet on a long-handled shovel ; 
suddenly, instead of being thrown off it, a load of clay 
sticks to the shovel and the patient feels a stab of 
pain and may also hear a crack somewhere between 
the shoulders. The pain continues, and he is unable to 
go on working. Dr. McKellar Hall,* who describes the 
lesion, reports thirteen cases—eleven in patients who were 
employed in shovelling clay while digging drains, one in 
shovelling gravel, and another in a tree grubber. In six 
of the patients the seventh cervical was the site of the 
fractured spinous process, in three the seventh cervical 
and first thoracic spinous processes were both fractured, 
and in the remaining four the vertebrae involved were 
the sixth cervical, the first thoracic, the sixth and seventh 
cervical, and the second and third thoracic vertebrae, 
respectively. The site of the fracture is thus commonly 
the spinous process of the seventh cervical vertebra. The 
origin of the muscles, particularly perhaps the rhomboids, 
passing from the spinous processes to the scapula is 
apparently the reason for the particular localization of 
the lesion. The mechanism whereby the fracture is pro- 
duced is considered by Dr. Hall in his paper. The 
spinous process fractures from one-half to three-quarters 
of an inch from its tip and at what may be described 
as its waist, where it is narrowed between the base and 
the splayed-out tip. Early removal of the broken-off 
tip is considered the treatment of choice. In a con- 
cluding paragraph the author states that two additional 
cases have appeared in his practice since the paper was 
written—one in a farm labourer who was pitching hay, 
the other in an Italian miner who was shovelling lime. 


DIET AND DENTAL DISEASE 


Dental Disease in the Island of Lewis,’ by Dr. J. D. King, 
is an important contribution to the problem of the effect 
of diet on dental disease. Since 1920 improvements in 
communications have affected the islanders’ diet and mode 
of life. Hence the study is of a population whose habits 
are changing. The author carefully examined the teeth of 
1,250 Lewis school children and made similar studies of 
the teeth of children from schools in Wester Ross, Shef- 
field, and London. The most noteworthy fact established 
was that the incidence of caries in all teeth, both deciduous 
and permanent, was 14 per cent. among the Lewis rural 
children, but the corresponding figure for the Lewis urban 
children was 33 per cent., and this incidence was similar 
to that found on the mainland and in London and 
Sheffield. Of the Lewis rural children 28 per cent. were 
free from dental caries, whereas this figure in the other 
areas varied from 1.9 to 6.3 per cent. On the other hand, 
the average gingivitis figures were slightly worse in rural 
Lewis than in other areas. The author concludes that the 


? British Medical Journal, 1938, 1, 903. 

8J. Bone Jt. Surg., 1940, 22, 63. 

’ Dental Disease in the Island of Lewis. By J. D. King, Ph.D., L.D.S. 
Medical Research Council Special Reports Series, No. 241. H.M. Stationery 
Office. 1940. (ls. net, plus postage.) 


freedom from caries of the Lewis rural children is due to 
a large extent to the relatively high fat-soluble vitamin, 
calcium, and phosphorus content of their diet. The tradi- 
tion in Lewis is that caries was almost unknown among 
the population until the last quarter-century. The present 
study appears to record the effect of a dietary change that 
has reached the town but has not yet affected fully the 
rural population. It is very fortunate that this investiga- 
tion has been made before the change has been completed, 
as it seems likely that in another twenty years the teeth of 
the Lewis rural children will be similar to those of the 
urban children. 


ULTRASONIC WAVES IN MEDICINE 


The possibility that ultrasonic waves—that is, sound waves 
beyond the range of audibility—might have important bio- 
logical effects has been considered by many workers, but 
on the whole there is little indication that this form of 
energy can be applied in medicine. The question is raised 
by a recent contribution by Gohr and Wedekind.’ Ultra- 
sonic waves obey the ordinary laws of acoustics. If the 
cupped hand be filled with any fluid and the dorsum 
brought into contact with the oil-surface of the super- 
sonic generator, then sensations of heat and pain are 
experienced in the interior of the hand, and evidence is 
obtainable of a passage of the waves through the tissues. 
Suitable exposure of the abdominal skin of an anaes- 
thetized rabbit to the waves leads to slight erythema of the 
skin and a corresponding considerable hyperaemia of, and 
even haemorrhages in, the peritoneum, and dilatation 
of the large intestine. If the same thing is done to an 
animal killed immediately before exposure, rupture of 
skin vessels, changes in the blood pigment, innumerable 
perforations of the gut, and passage of faecal matter into 
the peritoneum are observed. There were no signs of 
burning of the tissues. These phenomena are held by 
the authors to be of a complex nature and probably due 
to effects produced at surfaces separating media of differ- 
ent densities. Exposure of plant cells results in the separa- 
tion and disintegration of the protoplasm from the cell 
walls. Red blood cells are in part haemolysed, yeast 
cell growth is inhibited, fluorescent organisms lose their 
luminescence, and pathogenic organisms may become 
avirulent. B. coli is apparently not affected. Small fish 
and frogs are paralysed and then killed by exposure 
to these waves. As to the purely chemical influences of 
ultrasonic waves not much is known, but there is evi- 
dence that they lead to oxidation and reduction reactions 
in aqueous solutions of some substances. In water con- 
taining oxygen or air hydrogen peroxide and nitrous and 
nitric acids form. That these waves can produce peculiar 
energy transformations is evidenced by the faint lumin- 
escence which can be observed in water exposed to them. 
Starch, glycogen, and saccharose solutions are hydrolysed 
on exposure to these waves, and diastase solutions are 
inactivated. These effects are attributed to hydrogen 
peroxide in the case of starch and to HNO, in the other 
cases. The hypoglycaemic action of insulin is much weak- 
ened by exposure of the hormone to the waves, and this is 
attributed to the simultaneous formation of ammonia and 
nitrous acid. Vitamin C is oxidized on exposure to the 
waves in air or oxygen; exposure in vacuo or in an 
atmosphere of CO, prevents this effect. Pepsin is in- 
activated rapidly by the waves. Ultrasonic waves possess 
interesting and striking properties in producing dispersions, 
emulsifications, and coagulations in colloidal or semi- 


1 Klin, Wschr., 1940, 19, 25. 
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colloidal systems ; in particular, the effect on aerosols is 
of practical importance in that in a very short time these 
waves lead to coagulation of all manner of such suspen- 
sions ; the result is a complete removal of dust particles 
from the air. The possible practical application of this 
property remains to be investigated, but its importance 
in the prophylaxis of industrial pneumonoconiosis is clear. 
Efforts to use ultrasonic waves as a general tonic for the 
body have not yielded very impressive results, and, indeed, 
the authors assert that any general application of these 
waves in the treatment of disease seems unlikely. But 
from their experiments they believe that these waves may 
be useful in determining the outlines of internal organs, 
tumours, exudates, abscesses, etc. 


COMPRESSED TABLETS 


There is a natural tendency to consider that the task of 
administering a medicine is completed once the patient 
has swallowed the correct dose and kept it down. In 
the case of some solid preparations such as Blaud’s pills 
and quinine sulphate tablets it has long been known that 
the swallowing of the preparation does not in fact ensure 
its absorption, because these preparations may be in 
a form that passes intact through the alimentary canal. 
Failure of tablets to disintegrate and be absorbed is 
indeed one generally recognized cause for the failure of 
quinine therapy. Examples such as those mentioned have 
caused the Pharmacopoeia Commission to consider intro- 
ducing into the British Pharmacopoeia a test for the rate 
of disintegration of compressed tablets. Such a test has 
been devised by the department of pharmaceutics of the 
College of the Pharmaceutical Society." Application of 
this test to commercial tablets has yielded very interesting 
results. For example, the rate of disintegration of 
sulphonal tablets varied from 7 seconds to 7 days. 
Such a result by itself is enough to explain why sulphonal 
has acquired the reputation of being highly uncertain in 
its rete of action. It is obvious that a necessary factor 
in accurate therapeutics is reasonable uniformity in 
the rate of absorption of a medicament. The results give 
strong support to the proposal of the Pharmacopoeia 
Commission to provide a test to encourage uniformity 
in the time taken by tablets to disintegrate within the 
alimentary tract. 


THE INFANTS OF DIABETIC MOTHERS 


In pre-insulin days the fertility of diabetic women was 
low, and the rare pregnancies often ended in hydramnios 
or stillbirths, while the death rate of those infants born 
alive was very high. Even when the mother is under 
adequate insulin treatment the proportion of premature 
births and neo-natal deaths remains considerable. All 
infants tend to have a low blood sugar at birth, the 
average being 50 mg. per 100 c.cm. of blood for full-term 
infants and 31.8 for the premature ones. This latter 
figure is not much more than the average for the infants 
of diabetic mothers, which stands at 29.7, according to 
H. C. Miller and R. A. Ross.* These observers, there- 
fore, do not accept the view that the cyanosis, twitchings, 
convulsions, and occasionally the death of the new- 
born infants of diabetic mothers are due to hypo- 
glycaemia, as has been urged, and point out that these 
symptoms are not relieved by dextrose, as would be 


* Annual Report of Research Work, 1939. College of the Pharmaceutical 
siety. 
J. Pediatr., 1940. 16, 473. 


expected if that were the cause. Even more striking than 
the lack of response to dextrose is the frequency with 
which in such infants there is evidence of organic disease 
which would explain the symptoms and clinical course 
better than would hypoglycaemia. Congestive heart 
failure, congenital heart disease, erythroblastosis foetalis, 
and subtentorial haemorrhages have been found in such 
patients. Yet it is an interesting fact, as observed by 
E. B. Helwig,’ that some infants of diabetic mothers have 
definitely larger amounts of islet tissue in the pancreas 
than usual, although the blood sugar as a rule shows little 
correlation with this hyperplasia. He suggests that this 
increase of islet tissue is a response to the diabetic state 
of the mother, probably induced by an increased need 
for insulin to control the extra sugar diffused from the 
maternal blood. It would appear, however, in spite of 
this adaptation and despite insulin, that the offspring of 
a diabetic mother still has to encounter many perils. 


FOOD VALUES AND HOME PRODUCTION 


At first glance Sir Frederick Keeble’s Royal Institution 
lecture, which appears in an abridged form in this issue 
as the fourth of the series to which Professor J. C. 
Drummond, Sir Robert McCarrison, and Sir John Orr 
have already contributed, may seem, unlike its pre- 
decessors, to have little interest for the medical reader 
and to be more suited to an agricultural journal. 
Nevertheless, it is just as well, when the medical pro- 
fession is talking so much about food values in wartime, 
that it should be reminded of the hard facts of the 
situation, the probable cutting off of some foods to which 
we have grown accustomed, and the substitution of 
others which have been largely disregarded. Fortunately, 
as Sir Frederick Keeble points out, the foods upon which 
we shall have increasingly to rely are those which are 
good for us, and at the same time those which the soil 
of this country is best at producing—milk, potatoes, 
other vegetables, and fruit. The lecture recalls us use- 
fully to some other aspects of the food problem which 
are just as important as those that interest the physio- 
logist or the dietitian. 


COMMITTEE ON TREATMENT OF WAR WOUNDS 


The Medical Research Council has appointed the follow- 
ing committee, including representatives of the Fighting 
Services and of the Emergency Medical Service under the 
Ministry of Health, to advise as to the application of the 
results of research to practice in the treatment of war 
wounds, and as to the need for new investigations: Sir 
Cuthbert S. Wallace (chairman), Mr. E. Rock Carling, 
Mr. C. H. S. Frankau, Professor F. R. Fraser, Professor 
G. E. Gask, Surgeon Rear-Admiral G. Gordon-Taylor, 
Colonel Sir Charles Gordon-Watson, Sir John C. G. 
Ledingham, Major-General H. Marrian Perry, Professor 
R. S. Pilcher, Professor J. Paterson Ross, and Professor 
W. W. C. Topley (secretary), with Dr. F. H. K. Green as 
assistant secretary. 


A Second Addendum to the British Pharmacopoeia, 
1932, to which reference was made in the Journal of 
May 25, p. 859, was published on June 14, and became 
official from that date. It is published for the General 
Medical Council by Constable and Co., Ltd. 


* Arch. int. Med., 1940, 65, 221. 
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THE NATION’S LARDER IN WARTIME 


This is an abridged version of one of a series of lectures recently delivered before the 
Royal Institution* 


THE DEVELOPMENT OF THE HOME 
PRODUCTION OF FOOD 


BY 


SIR FREDERICK KEEBLE, Sc.D., F.R.S. 


Fullerian Professor of Physiology, Royal Institution 


We have got to produce more food; everybody knows 
that. But it is not only more food that we must get. We 
must get the best food, measured not by its money value 
but by its body-building and health-giving power. 

Such foods are well known. Apart from bread they are 
milk, potatoes, vegetables, fruit, with a reduced ration of 
meat and as many eggs_as can be produced without the 
use of more than a modicum of imported feeding stuffs. 
The first five are the principal foods of which we must 
grow more—much more—and which we must be prepared 
to consume in place of other foods to which we are 
accustomed. Meat must not be left out of account 
altogether, though we must be content with less, nor must 
eggs be forgotten, though they should be earmarked for 
women and children. But this is only one part of the 
food problem. There are the dairy cows to be fed, as 
well as other cattle and sheep and pigs and poultry. To 
kill our live stock off wholesale is out of the question. 
Milk we must have, some fresh meat and some fresh 
eggs too, and the land must have manure. Any food 
policy must face the problem as to how many and which 
kinds of live stock we must try to keep. 

The first thing to do is to take stock of our resources. 
The shortage of labour on the land must be overcome. 
Machines can do much to save labour, but they cannot 
replace it altogether. Both general and specialized labour 
must be recruited. We have lost a proper balance between 
industry and commerce on the one hand and farming on 
the other. In France the proportions are 70:30; in 
Germany, 80:20; but in the United Kingdom, for every 
ninety people earning their living by town occupations 
there are only ten countrymen, and one of those is, as 
likely as not, just leaving the country for the town. 


Home-grown versus Imported Food 


This indifference to the claims of the land must be 
overcome, for our farmers require our help if they are 
to give us the food we need so badly. There are in all 
about 573,000 farms and holdings in the United Kingdom, 
and two out of every three is a little one of 50 acres 
or less. What can be the resources of these 396,000 
smallholders? How can they put up the money needed 
to recondition their farms and make the land more fruit- 
ful? More intensive cultivation means money—money 
for labour, for seed, for fertilizers, for cleansing ponds 
and repairing farm buildings. Our farmers are the best 
in the world. They produce more food to the acre than 
any others, except the Dutch. The German farmers, 
who come next to us, need 121 acres to produce as much 
wheat as we grow on 100; 116 acres to grow as much 
barley, and 120 acres to produce as many potatoes, as 
our farmers get from 100. Only with sugar beet—a 
sunshine crop—do the Germans beat us. 


* The lectures will be published in extenso by Messrs. G. Bell 
and Sons, Ltd., of York House, Portugal Street, W.C.2. 


Yet in spite of their skill, all that our farmers can do 
at present is to fill the national larder for week-ends. 
For the rest of the week we have to go out to the 
restaurant—in other words, to fare on imported food. 
Of our food 30 per cent. is home-grown and 70 per cent. 
imported. 

Our Agricultural Estate 


There is yet another and more disconcerting way of 
regarding our colossal appetite. Wheat is grown in every 
country in the world from the Arctic to the Tropics. It 
is harvested every day of the year. Many countries grow 
more than they need and export the surplus. Of all the 
wheat exported by all the countries of the world we take 
one-half. What if the rest of the world found itself 
needing more and the world’s wheat crops were below the 
average? We live on a dangerous margin, requiring half 
the world’s wheat surplus, six-sevenths of all the meat 
(beef and veal) in the export market, and four-fifths of 
all the dairy produce—and that with imports from 
Denmark and Holland cut off. Is it not certain that we 
shall have to do without foods to which we have been 
accustomed and make up with other foods instead? 
Luckily the foods which we shall have increasingly to 
rely on are good for us, and at the same time are those 
which our soil is best at producing—milk from grassland, 
potatoes and other vegetables from ploughland, corn, 
kale, and forage crops to eke out grass for cattle-feeding, 
and the fruit of orchards and plantations. 

The farmers’ annual contribution to the national larder 


is as follows: 
Million tons 


Roots (mangolds, turnips, swedes, etc.) 

Meat and eggs . H 
Sugar Ae 21,000 tons 


And to this has to be added the grass of our meadows, 
which, besides our pastures, makes eight million tons 
of hay. 

Our agricultural estate in the United Kingdom occupies 
rather more than 30 million acres. One-sixth is mosily 
poor grassy land ; much of the remainder is good or fairly 
good. The area permanently under grass is 15 million 
acres, and 10 million acres are ploughland. During the 
last seventy years arable and grass have changed places. 
No wonder that whenever we are at war the first thing 
we do is to plough up grassland to grow corn. We did 
it in Tudor times and we are doing it now; there are two 
million more acres under the plough this year. But what 
was good enough for our fathers may not be good enough 
for us. Much has been learnt since Tudor times, and even 
since the last war, about the food-producing value of 
grass, but this question must wait until another even more 
fundamental one has been answered. 


On What does Increased Food Production Depend ? 


On what does a continued increase of food production 
ultimately depend? It depend? on the fruitfulness and 
fertility of the soil—fruitfulness to give bigger crops and 
fertility to keep on growing them. Therefore our food 
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policy must aim at two things: the growing of more 
food now and the keeping up of the fertility of the 
earth. 

How important this is can be shown from the fact that for 
the past forty years, in spite of the efforts of our farmers 
to keep their land in good heart, the fertility of our soil 
has not increased, but if anything has actually decreased. 
Like so much agricultural land all the world over, but 
not nearly so much as elsewhere, our soil has been taxed 
beyond its strength. It begins to get tired because it has 
begun to get hungry. It must be fed if it is to yield bigger 
crops. The fertility of the soil depends on the life in the 
soil which preserves the stores of plant food ready for the 
use of crops. 

The first thing to do is to feed the earth. If 
we do not it cannot feed us. It needs first aid and then 
careful nursing. The first aid it needs is feeding. To 
show what feeding the soil does, here are the results of a 
large-scale experiment with fertilizers on farms totalling 
over 1,000 acres. The farmers agreed liberally to use the 
fertilizers that they knew their land needed. The in- 
creases in yield were: wheat 24 cwt. to the acre, and 
barley and oats 4 cwt. to the acre. We calculated that 
if fertilizers were used in this fairly liberal way on all 
the farms in the United Kingdom the total increases 
would be 8 million tons of food, or, leaving hay out of 
account, 5 million tons, including 14 million tons of cereals 
and potatoes. Every available pound of fertilizer should 
be got on to the land. The right fertilizers should be 
earmarked for the right crops. Our agricultural men of 
science with specialized knowledge should be used to give 
help to farmers in their fertilizer programmes. Crops are 
always taking food out of the soil, and food must be 
always put back. ed 

All plants must have enough food and fresh air, water, 
and a roomy home in the soil for their roots. They 
cannot grow well and yield abundantly if they do not. 
Fertilizers are needed for plant food, and farmyard 
manure for soil fertility, because only by natural manures 
can the soil be made fit for plants to live in. They 
enable the soil to strike the right balance between air 
and water. They and they alone will make the soil into 
a good larder for keeping soil food in, and they and they 
alone give the roots of plants plenty of room in which 
to move about. 

If our arable land, well cultivated as it is on the whole, 
lacks food our grasslands lack it far more. At present 
much of our permanent pasture lacks both food and air. 
All or nearly all our 15 to 17 million acres of permanent 
pasture can be made to produce much more than they do 
now, and be made to do it quickly and relatively cheaply. 
Our policy must be to embrace not only ploughing up 
but also improvement of grassland, with proportionately 
liberal inducements both to those who plough up and 
those who set about improving. 


Improving the Grasslands 


Here is an example—one of hundreds—of what well-fed 
grassland can do. One set of plots in a field got a liberal 
allowance of complete fertilizer (nitrogen, phosphatic and 
potash, and lime as well), another set of plots got none. 
The first set yielded 18 tons of fresh grass per acre, the 
second only 104 tons. The result was even better than 
these figures show, for the grass on the fertilized plots 
was richer than on the: unfertilized ones, with more food 
in it, both nitrogenous fdod and carotene, the mother of 
vitamin A. The nitrogenous food for the unfertilized 
plots was 122 lb. per acre, for the fertilized it was 246 Ib., 


or double. Furthermore, as we proved, the rich young 


grass growing on the fertilized plots is a complete food 


for dairy stock. Cows of good average milk yield can 
make as much milk from grass alone as they can when 
they are given concentrated food. This means home- 
produced milk instead of imported milk, for the concen- 
trated food which is turned into milk is imported. 


Ours is mostly a grassland climate, and for that reason 
it is not a haymaking climate. Grass needs plenty of 
rain, hay detests it. Therefore hay should be made only 
when the sun shines; and when it does not, particularly 
in the dull autumn days, the grass aftermath should be 
turned into ensilage instead, which has double the value 
of good average hay. I see, therefore, next year, if not 
this autumn, a new and less picturesque but more appe- 
tizing feature in our landscape—squat, dark brown stacks 
of ensilage instead of the blond beauty of the haystack. 

Our salvation is to be sought in grassland: in cultivating 
it and fertilizing it, turning it over to arable if local con- 
ditions advise it, and putting it back to grass in the usual 
way or keeping it down to grfiss and doing the land 
properly and well; or else ploughing it up and sowing 
grass and clover on the sod to give grass its proper chance. 


** Waste not, Want not” 


An essential part of food production is to put the food 
that is produced to its full use. We misuse and waste 
incredible quantities. We ask our farmers to grow another 
million tons of potatoes when we are already throwing 
not far short of a million tons into the kitchen bucket 
in the form of peelings—and the best part of the potatoes 
too. We are told to eat more green vegetables, and so 
we ought; but cooked as they are now, and the water 
they are cooked in thrown away, much of the gocdness 
does not get into our stomachs but goes down the sink— 
something like 30,000 tons of nutritious minerals every 
year. 

Again, why not restore to bread all the good things, 
nerve-tranquillizing as well as body-building, that the wheat 
grain provides for us? As things are the miller removes 
a lot of these valuable foods from the grain he grinds 
into the flour for our bread. They go to feed the pigs 
and other livestock, and our bread goes without them. 
It is claimed, and I believe rightly, that a new process 
makes flour from the whole of the wheat grain. The 
whole-wheat flour certainly makes an appetizing loaf and 
claims to have all the goodness of the wheat grain in it. 
Must we not therefore put into large operation this in- 
vention and also other well-known devices so that our 
daily bread becomes what it should be—the staff of life 
instead of a broken reed? Food production means more 
than bulk and weight; it means also the right food and 
the thrifty use of food. It means wisdom and energy in 
food production and forethought in the use of food. 
Cook for victory as well as grow for it! Scientific know- 
ledge has given a new and profound meaning to the old 
saw, “ Waste not, want not.” : 


The trustees of the Lady Tata Memorial Fund announce 
that, on the recommendation of the Scientific Advisory Com- 
mittee, they have agreed, if circumstances permit, to make 
the following awards for research in blood diseases, with 
special reference to leukaemia, in the academic year begin- 
ning on October 1, 1940. Grants for research expenses: Dr. 
M. P. J. Guérin (Paris) ; Professor K. Jarmai (Budapest) ; Pro- 
fessor E. L. Opie and Dr. J. Furth (New York); Dr. A. H. T. 
Robb-Smith (Oxford). Part-time personal grant and grant for 
research expenses: Dr. Werner Jacobson (Cambridge). 
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RECRUITS SUSPECTED OF TUBERCULOSIS 
BY 
ERNEST WARD, M.D., F.R.C.S. 


Member of the Standing Advisory Committee on Tuberculosis 


In the last war a number of tuberculous men passed into 
the Army, where they were of little service and had to be 
pensioned later. We should try to avoid that mistake this 
time. 

Recruits about whom an opinion is wished by the 
Recruiting Medical Boards are being referred to Tuber- 
culosis Officers, and it is likely that differing methods of 
assessment. will be followed and differing standards of 
fitness adopted. But the question must be approached 
from two sides—that of the Recruiting Board and that 
of the Tuberculosis Officer. For it is important on the 
one hand that the Boards should avail themselves to a 
greater extent of the services offered, and on the other 
that there should be some uniformity in the standards 
adopted by the Tuberculosis Officers. 


Medical Board 


If the necessity for invaliding members of the Services 
because of tuberculosis is to be avoided Recruiting Medical 
Boards should take more general advantage of the oppor- 
tunities now afforded to submit recruits on whom suspicion 
rests for an opinion by Tuberculosis Officers. At present 
the number so referred varies widely. 

It must be remembered that physical signs as elicited 
by percussion and auscultation are unreliable; they may 
help or they may deceive. It is a radiograph that is 
needed—a good radiograph and properly interpreted. 
Without a radiograph the appearance and history are more 
valuable than the physical signs, but history in recruiting 
work is not very reliable, and a doomed tuberculous 
patient may yet be well nourished and appear robust. 

Anything suspicious in the personal or family history 
makes reference a wise step. And a history of pleurisy, 
especially with effusion, is noteworthy. It may also be 
elicited that the recruit has previously seen the Tubercu- 
losis Officer, and, if so, that man should be referred. As 
regards appearance it is unnecessary to tender advice. 
Some illustrative instances may be worth while. 

X., aged 20, had a pleural effusion four years ago. His 
sister died from tuberculosis and probably also his mother. 
He joined the Army on November 15 last, served one week, 
spent two and a half weeks in hospital, and was then invalided. 
He was found to have extensive bilateral pulmonary tuber- 
culosis with a positive sputum. Even though suspicious 
physical signs were not elicited, the history of pleural effusion, 
which was forthcoming. should have led to reference. 

Y., aged 20, was accepted on October 21, 1939. He is now 
in a sanatorium with extensive bilateral disease and a positive 
sputum. 

There were also two patients in sanatoria passed as fit 
for service, one in the 1938 crisis, one recently. Both had 
moderately extensive disease and a positive sputum, but looked 
robust. 


The Tuberculosis Officer 


It is presumed that a radiograph of the chest will be 
taken in every case. 

The official grades of classification of recruits are as 
follows: 

. Fit for service over-seas. 
. Fit for home service. 

. Fit for sedentary work. 
. Unfit. 

In every case referred tuberculosis or other chest dis- 
ease is suspected, or it is desired to eliminate the possi- 
bility of chest disease. The recruits reierred fall broadly 
into three classes: 


1. The defect is something other than tuberculosis. 

2. There is definite evidence of old or recent tuberculosis. 

3. There is a history of an antecedent pleurisy, but no 
evidence of disease of the Jungs. 


In the first group come various defects. The recruit 
may be undersized and under weight, for instance ; his 
physique may be poor or his chest be deformed without 
underlying disease. An estimate may have to be made 
of how far the defect will disable the recruit and how 
far it can be improved by training. A large number 
suffer from a vulnerability to bronchitis and catarrhal 
infections, and most of these are not fit for any useful 
oversea service. A service that must be seasonal is of 
limited assistance to the country. 

The second group it is safer to reject completely. A 
definite pulmonary tuberculosis in a young adult renders 
him unfit for service, even if the radiographic appearance 
suggests arrest. 

The third group is the most difficult and must be divided 
into pleurisy with effusion and dry pleurisy. Each case 
must be considered on its merits, and the history may, 
of course, be false—a pneumonia, for instance, may be 
called pleurisy or the whole story may have been invented. 

Generally speaking, no one who has had a primary 
pleural effusion within six years should be passed for 
service over-seas. A dry pleurisy within the year also 
calls for caution, but dry pleurisies at any earlier date 
showing nothing on the film can be more lightly regarded. 
An old empyema needs individual consideration ; some of 
these cause no disability whatever. 

The difficulties are real ; nothing we can do will prevent 
occasional mistakes, but with co-operation the number 
may be diminished. 


INDIVIDUAL PROTECTION FOR 
PRACTITIONERS 


At the annual general meeting of the London and Counties 
Medical Protection Society the president, Sir CUTHBERT 
WALLACE, said that in spite of the war the society continued 
to make progress. During the past year 1.162 new members 
had been elected, and of this number more than 800 had 
applied for membership within twelve months of registration. 
The society had been of help to Service members, advising 
in many matters of difficulty which arose during absence on 
war duty. One outstanding case fought during the year was 
that of Baker and Cookson ats. Nelson, in which it was 
successfully contended that the Public Authorities Protection 
Act could be applied in respect of a servant or employee 
of an authority. Although it had for a long time been con- 
sidered as law that if a public duty or act was performed 
in pursuance of a public authority, and was being carried 
out for that authority by a servant or agent, such servant 
or agent had the same right to the benefit of the Act as 
the authority would have, no decision had hitherto been 
Obtained. In the case now decided the judge had stated that 
doctors were exercising what was really a public authority 
conferred on the council to provide and maintain a hospital, 
and were entitled to the same protection as the council itself. 

He referred regretfully to the losses sustained during the 
vear, especially in the death of Dr. C. M. Fegen, who tor 
many years occupied executive positions in the society, and 
of Mr. A. T. Pitts and Mr. F. J. Steward, valued members of 
the council. 

The annual report of the Council, which was adopted at 
the meeting. pointed out that no matter to what branch of 
the profession a doctor belonged he was not immune from 
litigation on account of professional work, and doctors hold- 
ing Government or municipal service appointments should 
remember that they had as*much need of protection as those 
in general practice. It was added that during the year arrange- 
ments had been made to provide indemnity. on payment of 
an additional subscription, for members of the society residing 
over-seas. 
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STRENGTH OF RADIUM CONTAINERS 


We published on October 14, 1939 (p. 782) a preliminary 
memorandum on dangers of the dispersal of radium in 
wartime, written by A. R. Greatbatch, B.Sc., of the 
Research Department, Woolwich. The secretary of the 
Radium Commission has now received the following 
further communication from Mr. Greatbatch, dated 
June 20, 1940: 


A number of mild-steel containers of three-inch wall thick- 
ness constructed on the principle of my communication of 
October 3, 1939, have been tested under conditions in which 
a 500-lb. G.P. bomb was detonated in their immediate neigh- 
bourhood, the nearest being four feet away. 


All the containers were in the region of the blast effect, 
and all received hits from fragments of the bomb. All were 
damaged but none was shattered, and in no case was there 
any danger of the contents being dispersed outside the 
containers. 

The contents of all these containers have not yet been 
examined, but the results so far as they go are considered 
to be very satisfactory. 

A detailed report will be sent as soon as possible. 


Correspondence 


Treatment of Gas Gangrene 


Sir,—It seems important that the term “gas gangrene” 
should not be used loosely to include any case of gas in the 
tissues associated with infection and massive oedema, but 
should be confined to those cases which are due to infection 
by B. welchii, B. oedematiens, or Vibrion septique, or other 
pathogenic gas-forming organisms. 

In two recent issues (June 1, p. 908 ; June 22, p. 1033) letters 
have appeared in prominent positions under the headings of 
“Treatment of Gas Gangrene with Sulphapyridine” and 
“ Sulphapyridine for Gas Gangrene.” It would seem from 
reading these two letters that there is not sufficient evidence in 
them to show that sulphapyridine is of proved value in the 
treatment of gas gangrene. Dr. John D. Muir (June 22) makes 


‘no mention of bacteriological examinations, but from the 


description of the case it does not seem to be typical in any 
way of a B. welchii infection. At the large hospital of the 
Emergency Medical Service where I have been privileged to 
work since last September there have been many officers and 
men from Flanders and France who have had gas in the 
tissues, but in only a relatively few has there been the typical 
picture of gas gangrene and the B. welchii found. The other 
cases have done well with excision and laying open of the 
wound followed by secure immobilization. Dr. Muir points 
out the value of anti-gas-gangrene serum and sulphapyridine in 
his case ; but from the description of the clinical picture, and 
particularly from the fact that the general condition was good 
and the pulse rate not high, | venture to suggest that had he 
done no more than immobilize the limb, after opening up the 
wound, his patient would have made an excellent recovery 
and been spared the risk of such serious and unpleasant com- 
plications as anaphylactic shock, serum reactions, methaemo- 
globinaemia, and agranulocytosis. 

| do not for one moment suggest that chemotherapy has 
no place in the treatment of gas gangrene, because I think 
it probably has, particularly since observing two civil cases 
of B. welchii infection treated with sulphanilamide in 1938 ; 
but it is too early yet to be definite. My real purpose in 


writing this letter is not to criticize reports of cases but to— 


make a plea that observations on cases reported in your 
columns should only be made when they have a scientific 
and accurate foundation. This is particularly important now 
that many “new” treatments may be tried on war casualties. 


Reports of single cases may be of great value, but if jy. 
founded conclusions are drawn from them by the write 
many readers are likely to be misled, and particularly thog 
who have only time to glance through the titles and sum. 
maries. 

We all quite expect to find dogmatic and pseudo-scientific 
statements based on little evidence in the many patent medi. 
cine circulars which we put rapidly in the waste-paper basket 
(and so help Mr. Morrison's appeal for waste paper), but we 
only like sound and scientific writing in your Journal, which 
of recent years has reached such a high standard.-—I am, etc, 


London, W.1, June 22. JOHN Hosrorp, M.S., F.R.C.S, 


Ligation of Arteries 


Sir,—I read with much concern your quotation of René 
Leriche’s opinion that in ligation of main arteries “ it is pre. 
ferable to leave the vein intact and only infiltrate the sym- 
pathetic.” To one who witnessed in his cases the vastly 
improved prognosis for the vitality of the limb when, on Sir 
George Makins’s advice, the vein was tied simultaneously 
with the artery it seems deplorable that a surgeon of Leriche’s 
authority should be so greatly obsessed by the importance of 
the sympathetic as to question the advisability of a procedure 
which became axiomatic for the B.E.F. surgeon in 1917 and 
1918. 

A rereading of Makins’s Gunshot Injuries to the Blood 
Vessels will well repay any surgeon who may have to deal 
with such cases; here it is statistically recorded that the inci- 
dence of gangrene was 28 per cent. where the artery alone 
was ligated, but reduced to 19.7 per cent. where the vein was 
also included in the ligature. A series of forty-two cases of 
secondary haemorrhage from those bugbears of the surgeon, 
the tibial arteries, compiled by the late H. F. Woolfenden and 
myself showed that arterial ligation alone was followed by 
96 per cent.. gangrene, while with arteriovenous ligation the 
gangrene incidence fell to 56 per cent. It should be noted 
that division of the vessel was a routine practice after ligation 
from the beginning of the war. 1 remember being advised to 
do this in September, 1914, and would inquire if this pro- 
cedure is sufficient to break the vasoconstriction of the sym- 
pathetic ; or is it seriously suggested that alcoholization of the 
cervical or lumbar sympathetic is advisable or feasible in 
cases of ligation of a main vessel in exsanguinated patients. 

Let us keep some sense of proportion between the academic 
and the practicable: the changing character of war seems to 
indicate that the lessons learnt in the casualty clearing stations 
and base hospitals of the last affair are likely to be of more 
value to us now than the more orthodox surgery of the home 
hospitals.—I am, etc., 


Newcastle-upon-Tyne, June 17. W. GRANT WaAuGH. 


Treatment of War Hysteria 


Sir,—In his letter (May 18, p. 828) Sir Arthur Hurst raises 
the question of early treatment of functional disturbances by 
regimental medical officers. Permit me to record a _ few 
remarks in this connexion, based on my experience as a regi- 
mental medical officer since the outbreak of war. Authorities 
are agreed that the earlier these conditions are treated the 
better, but the average medical officer feels that he has neither 
the time nor the experience necessary to deal with them. He 
cannot be entirely blamed for this attitude. so long as the 
methods of treatment advocated appear to be complex, time- 
consuming, and mysterious. While it is recognized that many 
cases require expert treatment, nevertheless loss of efficiency 
and man-power results from delay in early treatment and the 
transference to hospital of the less severe cases. The import- 
ance of simple methods of treatment, therefore, cannot be 
over-stressed. 

I have seen during daily sick parades many patients exhibit- 
ing nervous symptoms due to fear, anxiety, or other mental 
factor. Certain states of dizziness, dyspepsia, cardiac pains, 
respiratory sickness, etc., are examples of disturbances occurring 
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jn young and otherwise healthy soldiers that can be fairly . 


easily recognized and treated by simple explanation and re- 
assurance. The method which | adopt when a functional state 
presents itself is to ask the man to-wait until the sick parade 
js over. Then I see him alone for a brief period. A word 
with the N.C.O. or the officer in charge will sometimes help 
to give a clue to the causal factor. 

The medical officer attached to a regiment soon gets to 
know his man and to distinguish the “ lead-swinger ” from the 
functional case. My colleagues and J, therefore, are in a 
position to prevent the development of many a budding 
neurosis, but it is necessary to be assured that simple and 
common-sense methods are of practical value.—I am, etc., 


F. L. MCLAUGHLIN, M.D., 


May 27. Regimental Medical Officer. 


Maintaining the Fowler Position 


Sin, —The reference by Dr. W. Reginald Wilson to posture 
on the stretcher” (British Medical Journal, June 1, p. 895) is 
important. I have been teaching a simple and effective means 
of maintaining the Fowler position, as shown in the accom- 
panying photographs. 


Every ambulance has two sets of Gooch splinting and 
Thomas suspension bars. The Gooch splinting is laid to pro- 
trude nine inches above the bar. There is a certain amount 
of spring in the splinting, which is not uncomfortable. To 
prevent slipping down a bandage is tied from the upper cross- 
limb of the bar to the patient’s trouser buttons or pinned to 
the underwear. This also serves the purpose of keeping the 
patient from falling sideways.—l am, etc., 


G. M. GIBSON, 


June 17. 
Squadron Leader, R.A.F. 


Light Armour in Modern Warfare 


Sirn,—Not yet being “the late Dr. Saleeby,’ I can myself 
thank Mr. Kenneth Walker for his kind reference (June 15, 
p. 992) to my advocacy of the steel helmet in the last war. 

After the adoption of the helmet and the proof that it 
saved very many fatal and other casualties, I naturally set 
to work on the possibilities of light armour, especially for 
the heart. Mr. Winston Churchill being then Minister of 
Munitions, every facility was given me for experiment. Various 
types of armour were made, of the same manganese steel which 
had proved so efficient in the helmet; and here I was helped 
by Sir Robert Hadfield, the inventor of that kind of steel. 
But the disadvantage of weight seemed so formidable that 
recourse was had to materials which at first would seem 
to be quite useless. Experiment showed, however, that weight 
for weight the maximum protection was afforded by the 
superposition of numerous layers of very thin fabrics, after 
the traditional manner of the leaves of a Bible, carried over 
the heart. The late (really late) Mr. Thomas Burberry, 
founder of the well-known firm, provided me with breast- 
plates made of numerous layers of the very fine Egyptian 
cotton, with very many threads per inch, used in his weather- 
proofs, and | had similar chest protectors made of very 
numerous layers of Japanese silk—** unloaded,” of course—that 
is, not weighted, as so often, by the introduction of metallic 
substance. These devices provide an astonishing amount of 
protection in proportion to their weight, but | am not physicist 
enough to explain why they are so much more resistant than 
equal weights of similar materials made in a continuous 
fabric. 

Sir Alfred Keogh, then D.G.A.M.S., was much interested 
in these devices when I showed them to him, and sent me 
on with them to General Sir Neville Furse and other high 
officers at the War: Office. In a lecture on “Saving the 


Soldier,” at the Royal Institution in 1917, 1 demonstrated . 


these kinds of armour, including many pierced by, or resisting, 
projectiles which we had fired at them, at various velocities, 
during our experiments under the Ministry of Munitions. The 
triumph of the newly invented tanks then seemed to make it 
unnecessary to proceed further. All this is recounted in my 
book, The Whole Armour of Man (Grant Richards, 1919). 

But to-day Mr. Kenneth Walker is surely right in his 
campaign. It is just possible that he may not be acquainted 
with the advantages of lamination, which we showed twenty- 
three years ago; that is why I have referred to them. It is 
doubtful whether the records of the Ministry of Munitions 
would be available after all these years, but I have all the 
apparatus, steel, and fabric with which I then worked, and 
it is all very much at Mr. Walker's disposal for observation 
and comparison if he cares. Probably, however, he is far 
in advance of my efforts already, especially since he refers to 
new and more efficient forms of steel—I am, etc., 


C. W. SaLEEBy, M.D., F,R.S.E. 
Royal Institution, London, W.1, June 21. 


** We offer sincere apologies to Dr. Saleeby for referring 


* 


to him as “the late.”’—Ep., B.M.J. 


Refrigeration and Hibernation Treatment 
of Cancer 


Sir, —Your interesting leading article (June 15, p. 979) on 
the work by Fay and Henny of Philadelphia in the refrigera- 
tion treatment of cancer did not refer to another aspect of 
their study. which was obtained by x-ray treatment of the 
pituitary, thyroid, and gonads, leading to a fall in the basal 
metabolism and a_ state of partial “hibernation.” Their 
figures 10 and 17 and 18 show the fall in surface temperature 
after irradiation of the three endocrine glands in advanced 
cancer cases. 

X-ray treatment of the ovaries has been advocated and 
practised for many years by some, especially in breast cancer, 
following the results of Beatson with odphorectomy in cancer 
long ago. Certainly in some instances the artificial meno- 
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pause appears to lead to regression of breast cancer. The 
thyroid is a difficult problem in this connexion, as, while myx- 
oedema seems in some cases rather to predispose to malignant 
disease, | have had several patients with breast cancer who 
suffered from active hyperthyroidism as well. Also some have 
reported apparent benefit in cancer with thyroid medication. 

The pituitary is a more certain field for irradiation in cancer, 
with some likelihood of benefit. Whether as a result or cause 
it has been found to be hyperplastic in a large proportion of 
cancer patients, and some experimental work suggests ablation 
of it lessens the neoplastic result of tar painting or other car- 
cinogenic agents. About 2,000 cancer patients treated with 
radiotherapy have had additional pituitary x-ray treatment, as 
reported by Voltz, but the controls were not clearly studied 
and the results were indecisive. The subject has been 
stimulated by the case of advanced malignant melanoma re- 
ported by Wigby and Metz (Amer. J. Roentgenol., 1939, 41, 
415), which showed marked regression following some spleen- 
extract treatment (which seemed of no avail) and then x-ray 
treatment to the pituitary (each of three portals up to 1.560 r 
skin dose). They point out that in amphibia and fishes the 
pituitary is the origin of the hormone for melanophore 
activity, hence their attempt to influence melanoma. 

Pituitary x-ray treatment and the _ three-endocrine-gland 
* hibernation ” principle of Fay and Henny both seem worthy 
of further studies in cancer.—I am, etc., 

London, W., June 22. J. H. DOUGLAS WEBSTER. 


Low-temperature Treatment of Cancer 


Sir,—The editorial in the Journal of June 15 (p. 979) on 
the now popular “hibernation” or “frozen sleep” treatment 
of cancer fails to mention the report published in the U.S.A. 
on April 20 by the International Cancer Research Foundation. 
This states that experiments carried out on mice were very 
discouraging and no permanent effect was obtained. While 
Professor Fay and his colleagues claim nothing extravagant 
and make their chief point the relief of pain in incurable cases 
it is only by stressing the limitations of the treatment that 
public and Press enthusiasm can be kept within reasonable 
bounds.—I am, etc., 


London, W.1, June 17. REYNOLD H. Boypb. 


T.A.B. Vaccine in Gonorrhoea- 


Sir,—It is with keen interest that I have followed the recent 
literature on the treatment of gonorrhoea by sulphanilamide 
and sulphapyridine, after my publication in the Lancet of 
September 28, 1935, of the treatment of fresh cases of gonor- 
rhoea by T.A.B. vaccine. I undertook this method of treat- 
ment on British soldiers when I was a medical officer in 
charge of the venereal ward of a military hospital in India. In 
a series of about thirty cases, civil and military, 1 had no 
relapses up to a period of six months, when, having been 
transferred to another appointment, I lost sight of these cases. 
I treated a few cases privately in my next appointment with 
equal successes, two of the patients being women. 

The striking results noted were the cessation of the dis- 
charge, usually by the fourth or fifth day ; the disappearance 
of the gonococci after the effects of the first injection had 
worn off, usually the second or third day; the complete 
absence of toxic effects; and the “cure” of the patient, 
usually the tenth day. As against sulphonamides, the treat- 
ment is cheaper, and “ return cases” were nil—I am, etc., 

Maltby, June 16. A. H. BarTLey. 


The Use of Ergot 


Sik,—With the present shortage of ergot I think everybody 
will agree with your annotation in the Journal of June 15 
(p. 980) advocating taking care of what we have got and only 
using it for cases that really need it. I think, however, the 
annotation might have gone further and suggested a radical 
change in its use in obstetrics. 

It is doubtful whether ergot has any real value in subinvolu- 
tion of the uterus, and even if it has it certainly is unnecessary 


‘military duty as an administrative officer. 


to give ergot for several days after delivery. Ergot is essengj. 
ally a drug to be used to secure the rapid contraction of the 
uterus after delivery, and therefore its great use is for haemoy. 
thage or threatened haemorrhage. Such being the case, when 
ergot is wanted a quick action is necessary, and therefore the 
suggestion of going back to the old dry extract given in 4 
capsule seems altogether wrong. It takes anywhere up to 
twenty minutes for the liquid extract to act, and in my experi- 
ence the dry extract in a capsule almost invariably takes 
longer. A more rational use of ergot, therefore, is to employ 
it in the form of its active principle, ergometrine, or the 
ergometrine salt, and if a continued action later is wanted ergo- 
toxine ethanesulphonate can be used. In my experience, how- 
ever, the latter is rarely required. 

Your annotation mentions that ergot is useless in non- 
uterine haemorrhage. May I point out also that ergot has 
no effect at all on even uterine bleeding if due to such causes 
as fibroids. Ergot preparations may have a slight influence on 
the non-pregnant uterus due to the ergotamine portion, but 
for practical purposes ergot can be regarded as having no 
effect on the non-pregnant uterus and therefore on any forms 
of haemorrhage occurring in such an organ. Even in the case 
of the pregnant uterus the efficiency of ergot is very much less 
before labour.—I am, etc., 


Lancaster, June 18. E. HOLMEs, 


Trench Nephritis 


Sir,—Your excellent and useful article on trench nephritis 
in your issue of June 15 is marred by one sentence—namely, 
“ Treatment must therefore be directed to bringing down the 
blood pressure as soon as possible so that the kidney does not 
remain in an ischaemic state.” Treatment, as is advised under 
your heading “ Essential Features of the Disease,” should be 
directed to the ischaemic state, as according to Volhard and 
other leading authorities it is the ischaemic state which is 
responsible for the high blood pressure, the ischaemic kidneys 
possibly pouring “renin” into the circulation and thus increas- 
ing the arterial peripheral resistance. It is dangerous to em- 
phasize in treatment the lowering of the blood pressure, as 
such emphasis might tempt one to concentrate upon this point, 
and use drugs and diet not only useless but dangerous. As 
noted above, your treatment is correct because it deals with 
the kidney, and leaves the blood pressure to be cured by 
curing the kidney. 

The attention of those obstetric specialists who treat the 
high blood pressure and the albuminuria of pregnancy by the 
induction of premature labour might well be directed to this 
article ; it might be the means of saving not a few poor infants 
from whom they withhold the woes of this world.—I am, etc, 

Tain, Ross-shire, June 16. ENEAS K. MACKENZIE. 


—— 


The Services 


AWARD FOR BRAVERY 


Among the immediate awards by Viscount Gort, Com- 
mander-in-Chief, B.E.F., announced on June 19 is that of the 
Military Cross to Lieutenant J. G. Lorp, R.A.M.C.: “ When 
one of our anti-tank guns was in action near his aid post 
engaging advancing enemy tanks he attended to each casualty 
at the gun position as it occurred under heavy fire.” 


DEATHS IN THE SERVICES 


Colonel JosepH KINNEAR CLOSE, I.M.S. (ret.), died at 
Wimbledon on May 29 aged 75. He was born on Decem- 
ber 22, 1864, the son of the Rev. William Close of Carrick- 
fergus, and was educated at Queen’s College, Belfast, graduating 
M.D., M.Ch., and M.A.O. of the Royal University of Ireland 
in 1886. Entering the Indian Medical Service as surgeon on 
October 1, 1887, he became colonel on August 15, 1918, and 
retired on November 9, 1922. After twelve years’ military 


service he entered civil employ in the United Provinces in — 


1899. He held the important civil surgeoncies of Benares in 
1910-11, then of Allahabad, 1911-18, when he reverted to 
In March, 1920, 
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he Was appointed inspector-general of hospitals in the United 
Provinces, and held that post until his retirement. He was 
appointed Honorary Surgeon to the King on September 29, 
1920. He served on the North-East Frontier of India in 
the Sikkim campaign of 1888 (medal with clasp) and in the 
Manipur campaign of 1891 (clasp). He had been a member 
of the British Medical Association since 1888. : 


Obituary 


SIR GEORGE BERRY, LL.D., F.R.C.S.Ed. 
-Consulting Ophthalmic Surgeon, Edinburgh Royal Infirmary 


Sir George Andreas Berry, who died at his residence 
at North Berwick on June 18 in his eighty-seventh year, 
was the eldest son of Walter Berry of Glenstriven, Argyll- 
shire. Born in 1853, he was educated at Marlborough and 
at Edinburgh. He studied mathematics under Professor 
Tait, and became one of the six members of Tait’s senior 
class, where he developed his remarkable knowledge of 
this subject. He graduated M.B., C.M.Ed. in 1876. In 
1881 he became a Fellow of the Royal College of Surgeons 
of Edinburgh. © 

Before beginning practice George Berry prosecuted his 
special studies in ophthalmology for some years in various 
universities and hospitals. In Copenhagen he worked 
with his distinguished uncle, 
Professor Hansen Grut, who 
later became Bowman 
Lecturer of the Ophthalmo- 
logical Society of the United 
Kingdom in 1889, and for 
whom he retained throughout 
his life the greatest admira- 
tion and regard. He also 
studied in France, Austria, 
Germany, and Holland at 
this period of his career. 
While resident 
house-surgeon at Moorfields 
Eye Hospital, London, in 
1878-9 Berry was one of the 
moving spirits in the forma- 
tion of the Ophthalmological 
Society of the United King- 
dom, which was founded in 1880. Throughout his life- 
time he took the greatest interest in this society, of which 
he was an original member. 

While still a comparatively young man he was recog- 
nized as an authority in ophthalmology, and enjoyed a 
high reputation on the Continent and in America, as well 
as at home. He was the author of a textbook entitled 
Diseases of the Eye—A Practical Treatise for Students of 
Ophthalmology. This textbook was referred to by many 
of the leading Continental professors of ophthalmology as 
being not only an exhaustive treatise but also distinguished 
by many original observations and ideas. It was widely 
used as a standard work for many years after its publica- 
tion. The second edition appeared in 1893. He dedicated 
his book to Edmund Hansen Grut, M.D., Professor of 
Ophthalmology in the University of Copenhagen. The 
terms of this dedication show the keen appreciation, the 
enthusiasm, and the loyalty which were essentially charac- 
teristic of Berry. All his assistants and many others who 
had the privilege to know him recognized the magnetism 
of his personality, the strength of his intellect, and his 
independent and original type of mind. Two monographs 


from his pen were also much appreciated and widely 
used: Subjective Symptoms in Eye Disease and Oph- 
thalmoscopic Diagnosis. That on subjective symptoms, 
published in 1886, was especially interesting and character- 
istic. His interest in, and remarkable knowledge of, the 
significance of subjective symptoms in the early diagnosis 
of disease proved of great value in his clinical work and 
teaching, which was not only instructive to all, but stimu- 
Jating and inspiring to his senior students and assistants. 


He was a well-known figure at the meetings of the Oph- 
thalmological Society of the United Kingdom, and was a 
member of council from 1889 to 1892; vice-president from 
1895 to 1898; and president 1909-11. In 1917 the society 
paid him the highest honour by electing him to be Bowman 
Lecturer. His important contributions in discussion and _ his 
able and numerous papers which appeared in the society’s 
Transactions, and also elsewhere, are evidence alike of his 
ability and of the lively interest which he always took in the 
advance of ophthalmology and in the welfare and work of 
the society. He was a member of the B.M.A. for many 
years. He was awarded the Middlemore Prize in 1886, and 
was vice-president of the Section of Ophthalmology in 1889 
and 1898, and president in 1905. 

Berry served on the staff of the eye department of the Royal 
Infirmary, Edinburgh, for twenty-three years, and retired from 
the position of senior surgeon of the department in 1905. As 
lecturer on diseases of the eye in the Edinburgh University 
many students passed through his hands, not a few of whom 
have obtained distinction as oculists at home and in the 
Dominions. 

He was a Fellow of the Royal Society of Edinburgh: 
Honorary Fellow of the Royal Academy of Medicine of 
Ireland ; President of the Royal College of Surgeons of Edin- 
burgh from 1910 to 1912; and a manager of the Royal 
Infirmary. During the last war he established and conducted 
the ophthalmic department of the Second Scottish General 
Hospital, Edinburgh. He was appointed Honorary Surgeon 
Oculist in Scotland to H.M. King Edward VII and to H.M. 
King George V. and in 1916 the honour of knighthood was 
conferred upon him. From 1922 to 1931 he was Member 
of Parliament (Conservative) for the Scottish Universities, 
at the end of which period he received the honorary LL.D. 
of Edinburgh University. 

Sir George Berry was a man of remarkable ability. 
Physically vigorous, he enjoyed outdoor sports—especially 
golf and angling. He was much interested in music, and 
played the ‘cello. He took a prominent part in relation to 
the foundation of the Reid Chair of Music in the University 
of Edinburgh. His great interest in mathematics was abun- 
dantly shown in his textbook and in his contributions to this 
subject. He possessed a remarkable acquaintance’ with 
modern languages, and especially with the less generally known 
Norse tongues, with which he had become familiar in early 
life. His brightness of mind, scientific imagination, and 
high and varied attainments were fully recognized and highly 
valued by his colleagues, and he was much beloved by a wide 
circle of friends. 

When he retired from a long life of high attainment and 
great activity he resided at North Berwick, where he had built 
a house and laid out an excellent garden, in which he took 
great pleasure. He married in 1883 Agnes Jean, daughter of 
the late Sir William Muir, K.C.S.I., by whom he was pre- 
deceased, and is survived by three daughters. 

A. S. 


|The photograph reproduced is by Elliott and Fry, Ltd.] 


Dr. Davip GLENN ROULSTON died at the Queen Elizabeth 
Hospital. Birmingham, on March 26 from epidemic meningitis, 
at the age of 42. He was educated at Foyle College, Derry, 
and Queen's University, Belfast, where he graduated M.B., 
B.Ch. in 1919, and carried on a very large practice at Langley 
Green, on the outskirts of Birmingham. His premature death 
deprives the profession of a gifted practitioner, and his friends 
of a good sportsman and a singularly lovable character. 
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R. FORTESCUE FOX, M.D., F.R.C.P.- 


Hon. President, Ligue Internationale contre le Rhumatisme 


Robert Fortescue Fox, who died in London on June 15, 
was born on December 24, 1858, the youngest of the 
seven sons, all of whom entered the medical profession, 
of Joseph John Fox, a surgeon in Stoke Newington, 
sprung from a well-known medical stock in the West 
of England, and Sarah Angell Allen, both members of 
the Society of Friends. An elder brother, Richard 
Hingston Fox (1853-1924), also a Fellow of the Royal 
College of Physicians of London, was distinguished as a 
medical historian of the 
Hunterian Society and 
author of Dr. John Fother- 
gill and His Friends. 
Fortescue Fox entered the 
medical school of the London 
Hospital in October, 1878, 
and was a very successful 
student ; in 1882 he took the 
L.S.A. and M.R.C.S., then 
the usual qualification for 
general practitioners in 
England @nd Wales, and in 
1884 gained the gold medal 
in medicine at the M.B. 
Lond., proceeding to the 
M.D. in 1886. About 1884, 
on the advice of Sir Andrew 
Clark, under whom he had 
worked, he started practice at Strathpeffer in Ross-shire, 
then a little-known spa but afterwards more generally 
recognized, and in this his handbook and guide, Srrath- 
peffer Spa, Its Climate and Waters (1887 and 1889), may 
well have played a part. In 1893 he became a member 
of the Royal College of Physicians of London, being 
elected to the Fellowship in 1925. In 1894 he had an 
address in London “ for letters * from November to May, 
and in 1905 lived entirely in London. There he eventually 
followed the late Sir Hermann Weber, who retired from 
practice in 1903, as an authority on spa treatment. With 
experience gathered from much European travel and 
during and after the last war, Fortescue Fox was especi- 
ally active in the treatment of ex-Service men, and 
in the physical treatment of chronic arthritic complaints. 
He was honorary president with Lady Aberdeen and Pro- 
fessor F. Bezangon of Paris of the Ligue Internationale 
contre le Rhumatisme and was the founder and editor of 
the Archives of the International Society of Medical Hydro- 
logy. In his time he held many organizing and official 
posts, such as medical director of the Enham Village 
Centre for Disabled Ex-Service Men, honorary physician 
to the Red Cross clinic for disabled officers in London, 
president and treasurer of the British Balneological and 
Climatological Society, president of the Hunterian Society 
(1922), president of the Section of Hydrology and Climato- 
logy at the Annual Meeting of the British Medical Asso- 
ciation at Eastbourne in 1931, and vice-president of the 
Section of Physical Medicine at the Centenary Meeting 
in London, 1932. From 1919 he was responsible for 
the account of “ Health Resorts ”’ in the Medical Directory, 
until it was expanded under his editorship into the Hand- 
book of the British Health Resorts Association. . Besides 
much editorial work he brought out a number of books, 
such as the Principles and Practice of Medical Hydrology 
(1913) and Outlines of Medical Hydrology (1924), Physical 
Remedies for Disabled Soldiers (editor, 1917), and The 


Causation and Treatment of Chronic Rieuneaiil With 
J. van Breemen of Amsterdam (1934). 


He was a Fellow of the Royal Meteorological Society, 
had interests, such as archaeology, outside his profession, 
and published anonymously about 1912 Time and the 
Timeless, a book of verse. Two daughters and his 


youngest son, Dr. T. F. Fox, assistant editor of the Lancer, 


survive him ; his second son was killed in action in 1945, 
His ashes were laid in the Friends’ Burial Ground at 
Jordans on June 22. 


Sir Humphry Rolleston writes: 


This seventh son, a position in his family once believed | 


to have a mysterious significance, and I knew each other 
from the early years of this century, and he was in some 
respects a remarkable figure, though perhaps more generally 


recognized abroad than in his own country. He was a gentle, , 


though Persistent, pioneer of physiotherapy and spa treatment, 
persuasive by his conviction rather than dictatorial ; his appeal 


lay in his absolute sincerity and probably often ‘aroused an | 
almost unconscious sympathy with his pathetic frailty. His 
deep interest in spas and physical medicine led him to urge — 
the establishment of a university chair in this country for ~ 
the subjects he had so much at heart, but without success, 


Active to the very last, he recently advocated a programme 
for a committee for research on delicate children at the 
seaside ; on the day of his death a letter from him appeared 
in the Times on the need for a properly organized system of 
physical treatment for the troops. He never spared himself; 
he sat out long and tiring committees which deafness must 
have made particularly difficult, and undertook tasks such as 
asking for financial help on behalf of good causes. 


FREDERICK O’KINEALY, C.LE., C.V.O. 
Lieutenant-Colonel I.M.S. (ret.) 


We regret to record that Lieutenant-Colonel Frederick 


O’Kinealy, Bengal Medical Service (ret.), died after a | 


short illness at Torquay on June 5, aged 74. He was well 
known to many members of the British Medical Associa- 
tion and to all at headquarters. 


He was born on August 19, 1865, the son of the late 
Justice O’Kinealy of the Bengal Civil Service and High Court 
of Judicature, Calcutta, educated at Beaumont College 
and at Bart’s, and took the M.R.C.S., L.R.C.P.Lond. in 
1888. He entered the I.M.S. on January 31, 1891, gaining the 
prize for pathology at the Army Medical School, Netley, 
became lieutenant-colonel after twenty years’ service, and 
retired on October 1, 1922. He served in the North-West 
Frontier campaign of 1897-8 in Tirah, gaining the Indian 
frontier medal with two clasps. Almost all of his service, 
however, was spent in civil employ in Bengal ; after two years’ 
military duty he was appointed resident surgeon of the Medical 
College Hospital, Calcutta, in 1893. In June, 1898, he became 
second, and later first, resident surgeon of the Presidency 
European General Hospital, Calcutta, and in April, 1912, 
surgeon superintendent of that hospital, one of the best 
medical appointments in India. He held that post till his 
retirement, except for acting for six months as_ Inspector- 
General of Civil Hospitals, Bengal, towards the end of his 
service. In November, 1910, he was appointed honorary 
surgeon to the Viceroy. On June 1, 1921, he got the C.LE. 
In 1921 he was appointed medical officer to the Prince of 
Wales, afterwards H.M. King Edward VIII, during his term 
in India, and received the C.V.O. on March 16, 1922. 


O’Kinealy had the reputation in India of being a first-rate 
all-round man professionally, and a skilful surgeon, his special 
bent being ophthalmic surgery. He was usually supposed to 
know more about the eye than any other man in Bengal, 
though there were more dexterous cataract extractors. He 
was well known to, and highly popular in, Calcutta society, 
and was well liked by all, both English and Indians. After 
his retirement he started in London, in Queen Anne Street, 
as a consultant in ophthalmic surgery and in tropical diseases, 
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and had a considerable success, chiefly among those who had 
served in the East. He was medical adviser to several large 
mercantile houses which had important interests in India, and 
was for a time a member of the Appeal Medical Board of the 
India Office. He had a liking for and aptitude for public 
service of various kinds, and did a great deal for the British 
Medical Association, which he joined in 1889, over half a 
century ago. He sat on the Council of the Association for 
over ten years, from 1924 to 1935, first as representative of 
the 1.M.S., and after expiry of his tenure as such as an elected 
member for various Indian Branches. He did good service on 
many committees: on the Naval and Military Committee from 
1924 to 1934, on the Committee of the Royal Commission on 
the Superior Public Services in India from 1924 to 1936, on 
the Dominions Committee from 1930 to 1935, on the Sub- 
committee on the Relation of the Association to the Medicai 
Profession in India from 1931 to 1935, on the Committee on 
the India Round Table Conference in 1932-3, and on the 
€ommittee for the Indian Medical Service from 1933 to 1935. 
In a different sphere he was for ten years a member of the 


sommittee of the Oriental Club, to which he belonged for over © 


twenty years. 

In 1900 he married Helen Mabel, daughter of the Rev. 
A. G. Trevor. She died nearly three .years ago, and her 
husband was completely broken in health and spirit by her 
death, having been in failing health ever since. He leaves a 
son and a daughter, also many friends who will heartily regret 
a loyal friend and a genial companion. He was a first-rate 
specimen of the best type of southern Irishman. 


A. R. D. PATTISON, F.R.CS. 


Neurological Surgeon, Newcastle General Hospital 


Mr. Alfred Richard Denis Pattison, the well-known neuro- 
logical surgeon, died on June 7 at the early age of 37. 
He was educated at Durham School and studied medi- 
cine at Neweasile-upon-Tyne. After graduating M.B., 
B.S. at Durham University in 1929 and taking the 
F.R.C.S.Eng. he was awarded the Rutherford Morison 
travelling scholarship and acted for a year as resident 
surgical assistant to Harvey Cushing at the Peter Bent 
Brigham Hospital, Boston, Massachusetts. He had held 
the posts of resident medical officer and surgical regis- 
trar at the Royal Victoria Infirmary at Newcastle, 
and was appointed consulting neurological surgeon 
to the Royal Infirmary and Children’s Hospital, Sunder- 
land, and neurological surgeon to the Newcastle General 
Hospital, where he established the neurosurgical clinic 
which became the chief centre of his activities in the 
North-East of England. He held a Hunterian professor- 
ship of the Royal College of Surgeons of England in 1937, 
and his lecture on the surgical treatment of pituitary 
basophilism (Cushing’s disease) is the most important 
publication on this subject that has yet appeared. 

Professor Geoffrey Jefferson writes: 

The death of A. R. D. Pattison robs not only the Society 
of British Neurological Surgeons but England itself of a 
singularly talented and thoughtful surgeon in all the fullness 
of youth. We knew him as a man of inventiveness and 
courage, of wide culture and good humour. Physical disabili- 
ties often seem to be a positive asset provided that the mental 
qualities are there and the moral fibre tough enough. This 
was abundantly true in Pattison’s case. He’ was always im- 
pressive in his clarity of thought, and equally so in its ex- 
pression. All his publications showed his mental integrity 
and proved obliquely his skill as a craftsman. In creating an 
important neurosurgical centre where none was before he will 
be deservedly remembered. Pioneers like Pattison must have 
qualities of originality ; they must often be rebels against con- 
ventional thought ; they bring convergently to a focal point the 
wandering desires and half-realized needs of others. We must 
praise him for this and realize how great must be the loss to 
his School, of whose distinguished sons he has proved himself 
to be a worthy companion. 


Dr. ALEX. CAMPBELL MORRISON, who died at the age of 79 
in Edinburgh, where he retired ten years ago, was in practice 
in the colliery district of Larkhall, in Lanarkshire, for nearly 
forty years. He graduated M.B., C.M. at Glasgow University 
over fifty years ago. He was a son of Mr. Alexander Morrison 
of Kinloid in Inverness-shire, and a grand-nephew of Surgeon 
General Alexander Morrison, Inspector-General of Hospitals, 
India, who in 1827 was Physician in Ordinary to the House- 
hold of H.R.H. the Duke of York, and Physician Extraordinary 
to H.R.H. Prince Leopold of Saxe-Coburg. For two hundred 


’ years the eldest son in each succeeding generation of the 


family has been an officer in the Army. Dr. Morrison was a 
perfervid Highlander, with a great love and knowledge of 
Celtic literature and music and of Highland customs, lore, 
and tradition. He was the author of several beautiful Gaelic 
poems, and other verses in the Doric of a humorous and pawky 
character, which show keen observation and knowledge of 
human nature. Perhaps the best of the latter were those 
describing in a very vivid and whimsical way the daily routine, 
trials, and vexations of a country doctor’s life. He was no 
mean performer on the pipes, and many years ago acted as 
judge at pipe competitions. Dr. Morrison was devoted to his 
profession and was very proud of his wonderfully successful 
maternity record. He was a very fine example of the best 
type of Scottish G.P., beloved and respected by his patients and 
greatly esteemed by all in the district. He had been a member 
of the British Medical Association for thirty years. 


Universities and Colleges 


UNIVERSITY OF OXFORD 
In Congregation on June 20 the degree of Doctor of Medicine 
was conferred in absence on R. G. MacGregor. 


UNIVERSITY OF CAMBRIDGE 


The Committee for Medical Radiology and Electrology has 
fixed dates for the D.M.R. and E. examinations in 194] as 
follows: Part J, February 11; July 9. Part II, July 8; 
October 7. 


The following candidates have been approved at the 
examination indicated: 

FinaL M.B.—Part I (Surgery, Midwifery, and Gynaecology): 
H. J. Anderson, O. B. Appleyard, W. D. Arthur, L. J. “Ms 
R. G. Benians, A. P. Bentall, P. T. Boyle, B. N. Brooke, H. 
Calvert, H. D. Campion, R. L. Canney, O. Clarke, R. 
teal Crowley, G. E. H. Enderby, G. G. France, R. Friedman, 
P. Haden, J. S. Hesketh, E. V. Hope, E. W. Hyde, D. M. Jackson, 
F. S: Jackson, A Wiel 8 Jones-Davies, R. K. I. Kennedy, D. Laing, 
J. J. Landon, J. M. Lipscomb, A. G. G. Long, I. B. Mackay, 
D. H. Manson-Bahr, P. F. Milling, H. V. Morgan, M. C. Mundle, 
W. H. Parkinson, J. F. Paxton, A. D. Payne, P. E. Perceval, 
F, T. G.. Prunty, A. H. Rea, L. Read, §. R. Reynolds, R. D. S. 
Rhys-Lewis, T. W. Rowntree, R. A. Shooter, 
Swan, L. R. S. Taylor, R. M. Todd, D. N. White, C. F. H. Wiessner, 
J. M. Willcox, T. N. P. Wilton, C. H. Wood, F. J. Y. Wood. 
D. G. Wraith, Women: N. G. Clegg, J. Gibbon Davies, P. G. 
Holman, E. Rhodes, R. M. Stevenson. 

Fina. M.B.—Part (Principles and Practice of Physic, 
and a . J. Anderson, G. A. Ballance, R. G. Benians, 
L. B. G. Bennett, r Calvert, J. A. Campbell, J. C. K. Campbell, 
R. L. Canney, G. a F. Cohen, R. V. Dent, W. R. B. Dickinson, 
A. G. Farr, R. Friedman, G. S. Gladstone, S. C. Gold, T. S. S. 
Gregory, P. Haden, M. H. K. Haggie, R. T. Hastings-James, 
R. C. Howard, J. H. Humphrey, R. R. Hunter, R. C. Jac —G. 
Jeffries, E. E. Jones, J. H. Keesey, T. A. Kemp, p. D. Kidd, 
As N. Lock, A: G. Long, C...H. Luker; 
. H. Manson-Bahr, J. M. Marchant, R. S. Monro, H. V. Morgan, 
J. Moss-Blundell, J. M. Mungavin, B. F. H. Parker-Wood, 
'. F. Paxton, A. D. Payne, A. G. Porter, W. L. Price, J. M. Pullan, 
. Rabinowitz, D. Scott, P. G. Seed, R. A. Shooter, J. F. Smith, 
Wz Smith, N. Southwell, G. E: Spear, G. E. Stein, J. R. Tasker, 
R. S. Taylor, Gy... ¥ Thomas, R. M. Todd, P. D. Trevor 

ORM H. H. Wolff, M. W. W. Wood. Women: 
H. Beattie, M. K. Cole, J. Gibbon Davies, M. C. Simpson, 
Thompson. 


UNIVERSITY OF LONDON 
At a meeting of the Senate held on June 19 Professor Frank 
Horton. D.Sc., F.R.S., was re-elected Vice-Chancellor for the 
vear 1940-1. and Professor D. Hughes Parry, LL.M., was 
appointed Deputy Vice-Chancellor for the same period. The 
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Tropical Medicine. 


UNIVERSITY OF BRISTOL 


The following candidates have been approved at the examina- 


tions indicated: 


Finat M.B., Cu.B.—’ ’T. J. Butler, D. L. Bayley, *R. G. Boyd, 
P. Jacobs, Marjorie Organ, R. W. Orton, Patricia M. Simpson, 
J. J. de S. Snijman, *Barbara F. Thomas, ‘Joan Threadgold, *G. H. 
Tovey, D. N. Walder, L. Willoughby. In Group I only: Winifred M. 


Curgenven-Robinson, Clara J. Fraser, J. K. Lewis, J. B. Tucker. 
In Group II only: G. H. Hervey, J. W. J. Newton, D. A. Squire. 

* With second-class honours. 

* With distinction in forensic medicine and toxicology. 

* With distinction in surgery. 

‘ With distinction in public health. 


UNIVERSITY OF WALES 


WELSH NATIONAL SCHOOL OF MEDICINE 


The following candidates have satisfied the examiners at the 
examination indicated: 


M.B., B.Cu.—Obstetrics and Gynaecology: Enid Curran, J. D. P.: 


David, N. E. France (with distinction), Vera Harris, Margaret W. 
Hughes, D. F. V. Johnston, W. M. Jones, Gwenllian M. Lewis, 
J. Lewis, J. W. Morgan, Monica Parry-Morton, D. K. W. Picken, 
J. B. Randell, H. I. Rees, Nest G. Richards, Barbara C. Roberts, 
Erica M. G. H. Roberts, J. H. Stranger, E. R. Treasure, Margaret 
R. Wade, K. M. Wheeler, J. Williams, O. Williams. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


On June 20 Sir Walter Langdon-Brown, M.D., F.R.C.P., 
emeritus professor of physic, University of Cambridge, was 
formally admitted to the Honorary Fellowship of the Royal 
College of Physicians of Ireland, and gave an address on 
“The Origin and Purport of Universities.” The President, 
Dr. William Boxwell, was in the chair, and the Registrar, 
Dr. Percy Kirkpatrick, made the speech of presentation. 


Medical Notes in Parliament 


Hospital Services in Scotland 
During a debate on the Civil Estimates for the Department 
of Health for Scotland on June 18 Mr. ERNEST BROWN said 
that the hospital accommodation required for civilian casualties 
and for sick and wounded from the armed _ Forces 
was being found by building new hospitals and annexes to 
existing hospitals, by the conversion of large mental institu- 
tions, hotels, and other buildings, and by adapting large private 
houses. Altogether 25,000 casualty beds were now ready ; 
another 6,000 or more would be ready within the next two or 
three weeks, and strenuous efforts were being made to complete 
the whole programme with the utmost dispatch. Arrange- 
ments had also been made for “ special units” to be set aside, 
including units for brain surgery, for occupational therapy, 
and for ophthalmic, orthopaedic, thoracic, and mental cases. 
In addition, facilities were being provided for physiotherapy 
at all the important base hospitals. Instructions were being 
given to all hospitals to ensure that appropriate cases would 
be transferred as soon as possible to the special unit. The 
Ministry had taken the necessary steps to ensure that the 
specialist and other medical teams would be adequate to any 
calls made on them. Nursing staffs were being recruited 
widely. Recent appeals had stimulated the flow of nurses 
to the Service. More nurses and nursing auxiliaries, who were 
prepared for whole-time mobile service anywhere in the 
country, would be needed. Some of the hospitals would be 
directly administered by the Department of Health, and to 
assist the Department a Hospitals Advisory Committee, under 
the chairmanship of Sir John Fraser, had been set up. A 
number of eminent physicians and surgeons also were giving 
their services, without payment, as consultants to the Depart- 
ment. Their advice and assistance gave the Department 
confidence in thinking that when the testing time came our 
emergency hospital scheme would be equal to the strain that 
would be imposed on it. The ancillary services, such as 
blood transfusion, bacteriological services, and others, were 
also receiving attention. 


degree of D.Sc. was conferred upon Miss Phyllis A. Clapham, 
an internal student of the London School of Hygiene and 


The evacuation scheme was reviewed daily, Mr. Brown 


continued, and adaptations had been made in the light of th’ 


circumstances of the day; other alterations might become 
necessary. They were ready for events, and he was satisfieg 


that the new plan could be put into operation at the shorteg | 


notice. Everything was being done to ensure the soung 
physical condition of the children on evacuation. For several 
months now there had been extensive inspection of the schoo} 
children in the evacuation areas; if defective conditions were 
discovered at the last moment the worst of these would be 
dealt with at clearing houses that were being set up on the 
outskirts of the evacuation areas. In addition, the receiving 
authorities were setting up clearing houses through which any 
minor or doubtful cases could be passed. Camps and hostels 


were being used to supplement billeting in private houses, 


Five camps had been provided in Scotland ; three were already 
occupied, another wou!d be occupied in a day or two, and 


the fifth would be ready for occupation: within a few weeks, 


The Department was doing everything possible to encourage 


the teaching of first-aid in schools, and to facilitate training — 


for the nursing profession. 


Earlier in his review Mr. Brown had said that 1939 was — 
The general death rate was slightly higher — 
than that for 1938—12.9 per 1,000, compared with 12.6—but — 
the increase in deaths was mainly among the old people; the § 
average age of the population was rapidly increasing, and — 
there was a great saving of life among the young. The infant — 


a healthy year. 


death rate touched a new low record—69 per 1,000. The 
maternal death rate was the lowest recorded—4.3 per 1,000 
total births. In 1939 deaths from pregnancy and childbirth 
were 390, compared with 432 in the previous year. 


Day Nurseries for Industrial Areas 


On June 18 Mr. D. Apams asked the President of the Board 


of Education whether, in view of the heavy increase of the 
infant mortality rates in industrial areas during the last war, 


he would take immediate steps to secure the setting up of © 


nursery schools throughout the country. Mr. RAMSBOTHAM 
said he assumed that Mr. Adams had in mind primarily the 
areas in which large numbers of women were employed on 
industrial work of national importance. 
Health was actively engaged, in consultation with the Minister 
of Labour, in considering the establishment of day nurseries 
in these areas. In view of the long hours for which the 
nurseries would have to be open and the need for providing 
for children under 2 years as well as those between 2 and 5, 
the provision of day nurseries would appear to be more appro- 
priate than that of nursery schools. It was hoped, however, 
that it would be practicable to provide some form of occupa- 
tional training for the older children. | 


Comniittee on Scientific Food Production 


Replying in the House of Lords on June 19 to a debate 
on the food situation, Lord WooLtTon said the milk traders 
had agreed *to distribute milk to nursing mothers and to 
children under 5 with no profit to themselves. Large numbers 
of food manufacturers had decided to produce some propor- 
tion of their production without profit to themselves if the 
food could be distributed to the poorer population without 
undue extra charges. A new scientific committee had been 
appointed by Mr. Attlee, with the support of Mr. Robert 
Hudson and himself, to advise on the scientific side of food 
production. That committee was advising the Ministry of 
Food upon the “iron ration.” It was meeting frequently. 


Sickness Benefit—Miss HorssruGH, replying to Mr. Ellis Smith 
on June 18, said that the present rates of sickness and disable- 
ment benefits for men were fixed in 1920, when the Ministry of 
Labour cost-of-living index figure was considerably higher than at 
the present time. 


Health of Factory Workers.——Mr. ASSHETON said on June 19 


that measures for the health and welfare of persons employed 
at factories, as required under the Factory Acts, were supple- 
mented to a considerable extent by voluntary action by em- 
ployers and others. Sir John Anderson was developing a special 
organization, which included a central Factory and Welfare 
Advisory Board, for promoting the welfare of employees outside 
and inside the factory. ; 
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Medical News 


The twenty-ninth Long Fox Memorial Lecture will be 
delivered by Professor T. B. Davie, on “ Popular Misconcep- 
tions in Medical Matters,” in Bristol University (Wills Physics 
Theatre) on Tuesday, July 2, at 8.30 p.m. Admission is free. 


The combined summer meeting of the Sections of Otology 
and Laryngology of the Royal Society of Medicine which was 
to have been held at Oxford on July 5 and 6 has been 
cancelled. 

Lord Cromer, chairman of the British Red Cross and St. 
John War Organization, recently received from the Canadian 
Red Cross Society a donation of $100,000 for the Lord 
Mayor's Fund for the Sick and Wounded in the War. 


A new medical journal entitled Gazeta Medica has recently 
appeared in Portugal. The first number is devoted to war 
surgery and contains a historical review of surgical methods 
from Homer down to the present day. 


The June issue of the Post-Graduate Medical Journal is 
devoted to war wounds of the eye and orbit. 


EPIDEMIOLOGICAL NOTES 


Infectious Diseases during the Week 


Diphtheria, scarlet fever, whooping-cough, pneumonia, and 
cerebrospinal fever have all declined in incidence in England 
and Wales during the week ; the notifications of measles and 
enteric fever have risen. 

Measles is particularly ninaiiainss in the industrial towns of 
Lancashire and the West Riding of Yorkshire, where it 
appears to be more prevalent in rural and urban districts than 
in the large towns. Increases have been recorded generally, 
and now only one county in England (Rutland) and two in 
Wales (Montgomery and Radnor) are free from the disease. 
Even the small town of Peterborough recorded 117 cases, of 
which 108 were in the borough and 9 in the rural district. 
The counties in which more than 200 cases were notified 
are: Lancaster 2,024 (Liverpool 131, Manchester 363, Oldham 
97, Chorley U.D. 50,.R.D. 59): Yorkshire, West Riding 1,452 
(Barnsley 92, Bradford 69, Doncaster 128, Huddersfield 67, 
Leeds 50, Wakefield 173, Harrogate 70, Spenborough 
U.D. 110); Leicester 729 (Leicester 497, Coalville U.D. 71, 
Barrow-upon-Soar R.D. 58); Nottingham 663 (Nottingham 
246, Eastwood U.D. 144, Beeston and Stapleford U.D. 50, 
West Bridgford U.D. 58); Durham 574 (Darlington 69, Consett 
U.D. 90, Seaham U.D. 90); Glamorgan 317 (Cardiff 2, 
Swansea 13, Port Talbot 112, Glyncorwg U.D. 34, Mountain 
Ash U.D. 31): Buckingham 302 (Slough 90, Chepping 
Wycombe 84); Gloucester 268 (Bristol 73, Cirencester R.D. 
42): Chester 241 (Chester 36, Northwich U.D. 45, R.D. 47); 
Surrey 240 (Croydon 8, Chertsey U.D. 30, Malden and 
Coombe 35, Guildford 11, R.D. 46); Northumberland 204 
(Newcastle-upon-Tyne 50, Seaton Valley U.D. 52). 

In London and Birmingham the notifications were 29 and 
12, respectively. The principal centres of infection in Scot- 
land were the boroughs of Glasgow 1,067, Edinburgh 139, 
Greenock 102, Kirkcaldy 65, Dunfermline 53, Paisley 38, 
Rutherglen 35, and the County of Lanark 48. 

Enteric fever was notified in twenty-one out of the sixty-one 
administrative health areas of England and Wales, but in 
only five were more than 3 cases recorded: Northumberland 
14 (Ashington U.D. 3, Bedlingtonshire 3, Newbiggin-by-the- 
Sea U.D. 6, Castle Ward R.D. 2); Durham 7 (Sunderland 3, 
Whickham U.D. 4); Gloucester 5 (all in Bristol) ; Yorks, West 
Riding 5 (Dewsbury 1, Sheffield 2, Ossett U.D. 1, Rothwell 
U.D. 1); Kent 4 (Sheerness U.D. 1, Sevenoaks R.D. 3). 
During this month there have been 22 cases of paratyphoid 
fever and 2 cases of typhoid fever in Bristol with one death. 
The cases were scattered all over the city and no particular 
article of food has so far been incriminated. Water has been 
excluded as a possible source, 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the 
British Isles during the week ended June 8, 1940. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). 
(b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious 
disease, are for: (a) The 126 great towns in England and Wales (including 
London). (b) London (administrative county). (c) The 16 principal towns in 
Scotland. (d) The 13 principal towns in Eire. (e) The 10 principal towns 
in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable 
or no return available. 


; 1940 1939 (Corresponding Week) 
Disease 
(a) } © | @M] ©] | © | 
Cerebrospinal 220] 10 54) — 5] 30 9 14 2|— 
Deaths... 6 1 3 
Diphtheria... .. | 701) 41| 254] 34] 755] 90] 153] 40] 25° 
Deaths... 6 1 1 17 2 4 1 
Dysentery .. ¥e 25} 10 43 1} —I 24 5 22 1} — 
Deaths... — — 
Encephalitis lethar- 
gica, acute 3] — 1 1 
Deaths... 3 4 
Enteric (typhoid and al 
paratyphoid) 59 2 6 6 1 34 32 
Deaths... 2 1 — 1 
Erysipelas .. 40 3 5 51 7 
Infective enteritis or i 
diarrhoea under 
2 years .. 
Deaths... a3 45} 11 9 3 3 39 14 6 5 2 
Measles* ..... |9,257] 29|1,572 44 31| 127 
Deaths... 6) — 5 1 3 3 1 — 
Ophthalmia _neona- 
torum .. ax 951 10 18 1} 115 13 25 i 
Deaths 
Pneumonia, influenzalt} 554] 30 6 2} 19} 743 61 3 1 13 
Deaths (from in- 
fluenza).. 14] — 3} — 1 17 1 —|—| — 
Pneumonia, primary 222% 190} 1 
Deaths; .. a 28 11 9 9 15 8 
acute... 1} — 1 
Deaths... 
Poliomyelitis, acute. . 10} — —}—| — 2 1 
Puerperal fever <s 6 6 16 Z 1 3 3 9 sie ry 
Deaths 1 
Puerperal pyrexia .. 150} 14 14 2] 206 2! 27 —~ 
Deaths... 
Relapsing fever —j — —| — - 
Deaths 
Scarlet fever... .. | 852| 37| 114] 36] 55|1,321| 144] 199] 45| 79 
Deaths... 1} — — 2 1 1} — 
Deaths... —| — — 
Whooping-cough* .. | 608| 9] 39 20 
Deaths _.. 2] — 1 1} — 16 
Deaths (0-1 year) .. 324] 49 71} 224 184 278 49 624 16) 15 
Infant mortality 
rate (per 1,000 
live births) ae 44 43 
Deaths (excluding 
stillbirths) 14,5771 757 | 677) 197 | 782] 570] 198 | 152 
Annual death rate 
(per 1,000 per- i 
sons living) 13.7 $13.2 $12.5] 10.9] 10.0) 11.5 113.3 ]13.4 
Live births .. {6,381} 996| 896 | 371 | 258|7,189 {1,192 |1,001 | 334 | 264 
Annual rate per 
1,000 
living 18.1 124.8 22.7} 17.6] 15.3] 20.3 [22.5 |23.2 
Stillbirths... 228| 24] 44 243} 42| 42) | 
Rate per 1,000 total 
births (including 
stillborn) wa 47 33 34 40 


* Made notifiable generally on November 1, 1940. 
+ Includes primary form in figures for England and Wales, London (adminis- 
trative county), and Northern Ireland. 
! Since January 1, 1940, figures for London (b) have been for deaths from all 
forms of pneumonia ; the corresponding figures for 1939 relate to deaths from 
lobar pneumonia only. § Deaths from puerperal sepsis. 
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ANASTOMOSIS TUBES FOR RESECTION 
OF THE. COLON 


BY 


NORMAN C, LAKE, M.D., M.S., D.Sc., F.R.C.S. 


Senior Surgeon, Charing Cross Hospital 


The removal of portions of the colon by the method 
described by Paul in 1895, and subsequently by Mikulicz 
in 1902, is universally acknowledged by surgeons to be 
an admirable and life-saving procedure. It is true that 
while some operators regard it as being applicable to 
all parts of the colon others would restrict its use to 
those parts of the bowel that are normally mobile, such 
as the sigmoid loop. It has been objected, too, that the 
extra-abdominal method of colon resection for growths 
(by far the most frequent indication) is likely to result 
in a too limited removal both of the bowel itself and 
of the lymphatic drainage area. Despite these criticisms, 
however, the average surgeon finds many opportunities of 
performing the operation. It is not the object of this 
short communication to discuss the pros and cons of the 
method, for these have recently been fully laid out in 
the excellent presidential address of Zachary Cope to 
the Surgical Section of the Royal Society of Medicine 
(Journal, January 27, 1940, p. 143). 


One difficulty, and even danger, of the operation has 
been the re-establishment of the continuity of the bowel 
lumen by crushing the spur. Cases are on record in 
which the clamps used for this purpose have penetrated 
the peritoneal cavity ; in others a coil of small intestine 
intruding between the colonic loops has been included in 
the crushing. In a considerable percentage of cases the 
resulting fistula has to be closed by a second operation 
involving the peritoneal cavity, and so not devoid of risk ; 
indeed, some surgeons advise that bowel continuity should 
always be re-established by open operation. 


To overcome these difficulties many different types of 
clamps have been devised. In the address mentioned 
above Cope describes an ingenious apparatus in which 
the tubes themselves form the clamp. This instrument 
avoids many of the dangers, and I have followed its 
successful use in several cases with interest and 
admiration. 


Experiments with a New Appliance 


For the past three years I have been experimenting 
with an apparatus in which the tubes are used to create 
a true anastomosis between the two bowel loops below 
the level of the abdominal wall—that is, intraperitoneally. 
The use of this instrument has proved so satisfactory 
in a series of ten cases that I now venture to suggest it 
aS an improvement in the technique of the Paul operation. 


The illustrations (Figs. 1, 2, and 3) reveal, better than 
words can express, the essential character of the appli- 
ance. It consists of two slightly curved metal tubes 
which can be hinged together in a predetermined position 
by a clamping screw. On the opposing aspects of the 
lower ends of the tubes are oval apertures having raised 
rims, one of them being a single rim which can fit into 
the double rim on the other tube. After resection of 
the colon and mesentery the tubes are inserted one into 
each free end of the bowel in place of the usual Paul’s 
glass tubes. They are then fixed together by the clamp- 
ing screw in such position that the peritoneal surfaces of 
the two bowel loops are held lightly in apposition. As 
an extra precaution a few sero-muscular sutures can be 
applied where the peritoneal surfaces of the two loops 


come into contact. The tubes can be attached to the 
bowel in the same way as Paul’s tubes would be fixed— 
that is, by a simple tape ligature or, if time allows, by 
an inverting suture. The usual rubber tubing is fixed 
to the outer ends of the tubes. 

The abdominal wall is now closed around the tubes 
so far as is possible, the cut edges of the bowel being 


Fic. 1.—The apparatus ready for insertion. The tommy bar 
for the clamping screw and the screw for approximating the 
apertures are shown. 


Fic. 2. 


Fic. 2.—The assembled instrument with the tubes separated. 
Fic. 3.—Diagram showing position of tubes relative to the 
abdominal wall. In a fat patient less of the tubes would appear 
externally. 
usually level with the skin. Five days later the clamping 
screw is loosened, and by another screw mechanism the 
outer ends of the tubes are spread apart. This movement 
forces the single rim into the double rim. The two layers 
of bowel thus enclosed are cut off from their blood 
supply and so undergo necrosis. The clamping screw 
is again tightened with the tubes in their new position. 
After a further four or five days the appliance is taken 
apart and the tubes are easily removed. At this time the 
insertion of the finger into the fistula will show that the 
anastomosis is already formed. For a variable period 
the faecal fistula persists, but as the bowel starts to 
function normally the sinus closes. 
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It will be obvious that the apparatus is capable of 
considerable modification to suit the ideas of the indi- 
vidual surgeon. Thus the tubes may be made of unequal 
size and either smaller or larger than the standard s:ze. 
The size and shape of the anastomotic apertures and the 
mechanism for forcing the tubes together can be changed 
without affecting the principles of action of the appli- 
ance. Indeed, that used successfully for the first three 
cases of the series was a home-made apparatus in the 
construction of which I had the valued assistance of 
Mr. Elson, the theatre mechanic at Charing Cross 
Hospital. The instrument here illustrated was made in 
stainless steel by Messrs. Allen and Hanburys: it was 
employed in the other seven cases. 

That the anastomosis is an adequate one is shown by 
the barium enema film (Fig. 4) taken six months after 


Fic. 4.—Barium enema of a case six months after operation. 


operation. It will be noted that the two culs-de-sac, 
representing the original out-drawn loops, have retracted 
into the abdomen and are rapidly diminishing in size. 


Results 


The results in the ten cases are as follows. One patient 
died shortly after operation of a fulminating chest com- 
plication. In this case a preliminary blind caecostomy 
had been performed for complete obstruction three 
weeks previously. The remaining nine cases all did well. 
In eight of them one operation only was necessary, the 
fistula closing spontaneously at periods varying from six 
weeks to six months. In the ninth case the growth had 
already invaded the abdominal wall and formed an 
abscess therein when first seen. At a_ preliminary 
operation the abscess was drained and the diagnosis was 
confirmed by microscopy. A few weeks later the bowel 
was resected with a portion of the abdominal wall: the 
tubes were then inserted. Despite the patient’s emaciated 
condition the anastomosis was established in the normal 
time. The resection of the abdominal wall in an 
emaciated patient, however, prevented both the falling 
in of the skin edges and the retraction of the bowel ends 
into the deeper layers, with the result that a permanent 
mucus-lined fistula was established. This produced a 
small amount of faecal leakage. A year later the patient 
submitted to a slight operation for closing this; the 
Operation was performed without opening the perito- 
neum, there now being plenty of fat present to interpose 
between the closed bowel and the skin. 

Some infection of the open part of the wound around 
the tubes almost invariably occurs, but in no case has it 
proved serious. I have lately been using the sulphon- 
amide preparations prophylactically in these cases with, I 
think, some benefit. I have not seen any _ bleeding 
accompany the necrosis of the portion of the bowel wall, 
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nor has this necrosis extended beyond the limits of the 
pressure rims on the appliance. 


Summary 


A new instrument is described for use in extra-abdominal 
(Paul's) resection of the cclon in which the drainage tubes 
themselves are made to perform the anastomosis after sufficient 
time has elapsed for the peritoneal surfaces of the two apposed 
loops of bowel to become adherent. In this way the dangers 
associated with the application of the ordinary clamp are 
avoided. In the majority of cases one operation only is 
necessary for the complete procedure. 


VOLKMANN’S ISCHAEMIA 
OBSERVATIONS AT OPEN OPERATION 
BY 


E. BELL JONES, M.Ch, (Orth.), F.R.C.S. 


Orthopaedic Surgeon, East Suffolk and Ipswich 
Hospital, Ipswich 


The following case has afforded a study of the living 
pathology, and seems to be of importance in providing 
data for discussion of the cause and treatment, of this 
serious complication of fractures about the elbow. 


Cas> Report 


A child aged 10 had a severe injury of the elbow at 2 p.m. 
and was admitted to hospital at 6 p.m. A radiograph showed 
a supracondylar fracture of the humerus with marked back- 
ward displacement. There was intense swelling about the 
elbow, with deformity. The fingers were swollen, powerless, 
painful, numb, and livid. No contractures were present, but 
straightening the fingers caused severe pain. The radial pulse 
was absent. A diagnosis of an early stage of Volkmann’s 
ischaemia was made. 


Reduction was carried out at once, in accordance with the 
accepted view that full correction of the bony deformity pre- 
vents the onset or aborts the condition. A radiograph showed 
full reduction. At 10 p.m. there was no improvement 
in the fingers, and operation was decided upon. The alter- 
native was to elevate the limb and reduce flexion of the elbow. 
Though this is a common method of dealing with the com- 
plication it seemed illogical as likely to redisplace the 
fragments and a contradiction of the generally accepted 
primary necessity for full reduction. The region was disclosed 
by an antero-external incision lateral to the biceps tendon. 


Operative Findings and Procedure-—(1) There was no blood 
clot in the antecubital space. (2) The venous junction of the 


superficial and deep veins in this region was not compressed 


but shared in the general venous engorgement. (3) The muscle 
bellies of the flexor groups arising from the internal and 
external epicondyle were blue-black in colour. Division of 
the overlying fascia was carried out, and resulted in con- 
siderable improvement in the colour of the muscle. (4) The 
median nerve was similarly congested. (5) The brachial artery 
presented the most interesting features. At a point two inches 
above the elbow-joint there was a sudden change in its normal 
calibre to that of a thread: this change continued into the 
radial and ulnar branches. The tunica adventitia was injected 
with novocain, and this coat. with its sympathetic nerve fibres, 
was stripped for three inches above the constriction and just 
below it. No expansion of the artery or its distal branches 
occurred after the lapse of ten minutes. The wound was then 
closed. 


Progress and Result—In twelve hours the condition of the 
fingers had improved, and in eighteen hours pulsation had 
returned in the radial artery. In thirty-six hours full restoration 
of the circulation had taken place, as seen by a normal 
appearance of the fingers. Perfect function of the fingers, 
hand, and wrist had been restored, as well as full movements 
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of the elbow, except extension, which was limited by the 
operation scar. Six months after the original injury this scar 
was excised and skin-grafted. At this procedure the brachial 
artery and its branches were seen to be of normal calibre in 
the previously affected region. 


Observation in the above case supports the opinion 
that an intense arterial vasoconstriction is present in 
Volkmann's ischaemia, the change starting at a definite 
point on the brachial artery. Intense venous engorge- 
ment is also present. Operative intervention upon the 
artery did not here result in a speedy alteration in the 
state of affairs. It cannot be claimed that an operative 
measure which brings relief after eighteen hours in an 
acute vascular crisis is a factor in the cure. Similarly, 
as regards operative measures on the venous side, there 
was no haematoma to release. While decompression of 
the muscle bellies caused an improvement in the appear- 
ance of these, there was no immediate relief in the 
peripheral circulation, as seen by the state of the fingers. 

It would appear that surgical intervention directed to 
the arteries does not contribute to a favourable termina- 
tion of the circulatory changes in Volkmann's ischaemia. 
Reduction of the fracture and expectancy, with judicious 
freedom of the elbow flexure while preserving the position 
of the fracture, form the first measure, assisted by eleva- 
tion. It is possible, however, that decompression of the 
muscle bellies by division of the fascia may prevent the 
occurrence of permanent muscle changes during the slow 
process of vascular readjustment. 


Discussion 


Just as pathologically there are two changes in Volk- 
mann’s_ ischaemia—arterial and venous—so do two 
theories based on these changes exist. Volkmann's 
opinion was that the condition was due to venous con- 
gestion and deprivation of arterial blood—an opinion 
which supports the pathological findings of these days 
but does not elaborate the mechanism of such changes. 
Brooks's experiments show conclusively that arterial 
deprivation alone does not cause these changes, and 
numerous clinical observations on cases of damaged 
arterial supply of the upper limb amply confirm this 
opinion. 
emphasize the venous element, and there seems little 
doubt that the resulting cellular infiltration and = sub- 
sequent fibrosis in the muscles are the result of venous 
congestion. 

The arterial change is very striking, but, as has been 
shown, treatment directed to the artery does not rapidly 
alleviate the condition. The sudden change of calibre 
roughly corresponding to the fracture site might suggest 
that this has been caused by direct contusion of the 
artery by the fractured upper fragment. Garber (1939), 
quoting a case of Clarke's, found this constriction in an 
identical position two inches above the elbow-joint in a 
case of ischaemia associated with fracture of the upper 
third of the radius and ulna. This important case seems 
to disprove any theory of direct injury. He also points 
out that pinching the artery causes a local constriction 
at the site of pressure, but that there is no distal vaso- 
constriction spreading to the radial and ulnar arteries. 
It is therefore not possible to assume that there has been 
an arterial disturbance by the direct effect of the frac- 
tured bone ends. The pronounced venous changes led 
Middleton to suggest that the essential cause of the 
ischaemia was compression of the junction of the super- 
ficial and the deep venous plexus, but, as already pointed 
out in my case, no haematoma was found in the ante- 
cubital fossa, and it was also observed that the venous 


Brooks's experiments, repeated by Middleton, . 


junction shared in the engorgement. It is apparent that 
the vascular changes in Volkmann’s ischaemia are striking 
on both the arterial and the venous side. 

It is probable that the venous engorgement accounts 
for the pathological changes in the muscles and that relief 
of this engorgement mitigates the permanent damage. A 
parallel is found in the good effect of cranial decom- 
pression in cases of cerebral oedema. 

The cause of the arterial and venous changes has yet 
to be explained. A general venous engorgement can be 
accounted for by the distortion and general obstruction 
of the normal circulation by reason of severe deformity 
and the accumulation of metabolites which cause capillary 
dilatation. It seems that the physiological response to 
this is a vasoconstriction of the arteries in an attempt 
to diminish the blood flow to.a limb already soaked with 
fluid. The practical inference is that attention must be 
directed to the venous engorgement by reduction of the 
deformity, elevation of the limb, and, if need be, the 
emergency measure of decompression of the muscle 
bellies to limit the local damage while vascular readjust- 
ment is taking place. 


REFERENCE 
Garber, J. N. (1939). J. Bone Jt. Surg., 21, 154. 


OCCLUSION OF THE BRACHIAL ARTERY 
AND VOLKMANN’S ISCHAEMIC 
CONTRACTURE 


BY 
L. W. PLEWES, M.D.Tor., F.R.C.S.Ed. 


Surgeon in Charge, Fracture Clinic, and Consulting Ortho- 
paedic Surgeon, Luton and Dunstable Hospital 


Until recent years the most widely accepted theory of the 
cause of Volkmann’s ischaemic contracture was that it was 
due to acute venous obstruction. This view was sup- 
ported by clinical observations and by the experimental 
work of Brooks (1922) and Jepson (1926). Middleton 
(1928) described the anatomical details contributing to 
the condition. 

In 1928 Leriche published a case of Volkmann’s syn- 
drome following a supracondylar fracture of the humerus 
on which he had operated and found complete oblitera- 
tion of the brachial artery. He resected the obliterated 
portion of the artery, and the patient rapidly recovered. 
Since then many cases have been presented supporting 
this observation (Fontain and Kunlin, 1936; Brentano, 
1935; Feévre and Bertrand, 1935; Leveuf, 1938; Leveuf 
and Funck-Brentano, 1938 ; Garber, 1939 ; and Griffiths, 
1938a, 1938b, 1940). Furthermore, Wilson. (1932) and 
Brooks (1922) showed that lesions similar to those of 
Volkmann’s syndrome could be produced by occlusion 
of the main artery of a limb. Finally, both Jefferson 
(1934) and Griffiths (1940) have reported cases in which 
this syndrome has followed embolism. 


Although not yet widely recognized in this country the 
above evidence shows that some at least of Volkmann’s 
contractures ,originate from an arterial lesion. The fol- 
lowing report may be of some value in support of this 
theory, but is open to the criticism that, since contracture 
did not develop, the case may not have belonged to this 
group at all. The arteriectomy recorded below is, I 
believe, the earliest following arterial contusion with signs 
suggestive of Volkmann’s- syndrome: the arteriectomy 
was done early enough, in fact, to prevent the develop- 
ment of this dreaded malady. . 


JUNE 
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BRACHIAL OCCLUSION AND VOLKMANN’S CONTRACTURE 


THE BritisH 5 
MEDICAL JOURNAL 1055 


Case Record 


A girl aged 7 was admitted to hospital on August 28, 
1939, after falling from a tree. She had a compound supra- 
condylar fracture of the right arm. The proximal fragment 
of the humerus was protruding through a grossly contaminated 
wound, and the median nerve and brachial artery were 
stretched over it. Her hand was cold and slightly cyanotic, 
there was no pulse, the fingers were kept in a slightly flexed 
position, and there was complete loss of sensation to pin- 
prick below the level of the elbow. On pressing the finger- 
nails and fingers one could get no return of circulation. 


Operation was begun one hour after the accident. The 
wound was excised and practically all the brachialis anticus 
was removed because of extensive contusion and laceration. 
After excision of the wound the fracture was reduced and the 
brachial artery exposed upwards as far as two inches above 
the level of fracture and down to the level of the bifurcation. 
At the former level the artery looked and felt like a piece of 
string. Pulsation stopped about three-quarters of an inch 
above this point. There was obvious haemorrhage into the 
adventitia. No pulsation could be felt in the radial and ulnar 
arteries. One inch of the brachial artery was resected, the 
upper level of excision being just above the point where 
pulsation stopped. On opening the excised portion of the 
artery the intima was found to be discoloured by subintimal 
haemorrhage, and there was a small thrombus attached to the 
wall. About five minutes after the resection was completed 
the hand was noted to be warm. The median nerve was 
swollen and discoloured. The wound was closed without 
drainage and a collar-and-cuff applied. 

At the end of the operation the hand and fingers were 
warm and pink. A feeble radial pulse could be felt. The 
following day a complete median palsy was noted, other 
movements and sensation having returned. The wound 
healed by first intention, and the arm was taken out of the 
collar-and-cuff four weeks after operation. The patient de- 
veloped slight trophic changes such as shininess of the skin 
and a deeper coloration of the hand than normal. On eleva- 
tion of the limb the hand became a pale pink colour, and in 
dependent positions it became cyanotic. At all times the 
hand and fingers were colder than those of the other side. 
A few days after operation the patient was given a woollen 
glove with an opponens splint incorporated in it, and she 
wore this continuously. 

Three months after the accident she had made an almost 
complete recovery from the median palsy. There was no 
anaesthesia or paralysis, but still some motor weakness. 
Twenty-five degrees limitation of full extension of the elbow- 
joint was present. The child was attending school and play- 
ing games as usual. Six months after operation the trophic 
changes were not so pronounced, and extension of the elbow 
was only a few degrees short of normal. 


Commentary 


The clinical significance of this case is important. It 
appears to have been established that arteriectomy per- 
formed twenty-four hours after the injury does not pre- 
vent the complication of Volkmann’s syndrome. But 
this case supports the view that early arteriectomy will 
do so. Grifliths’s two cases were successful after five 
and six hours, whereas Aurousseau’s (1938) case was 
only partially successful after twenty-three hours. 
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Clinical Memoranda 


Granulocytopenia following Sulphapyridine 
Therapy 


To the growing literature on granulocytopenia following 
sulphapyridine therapy the following case is added. 


Cast REPORT 

A 15-months-old male baby was transferred to the Park 
Hospital on February 5 suffering with meningitis. He had been 
admitted to another hospital two days previously with broncho- 
pneumonia, the meningeal signs appearing only on_ the 
morning of the Sth. At that time a lumbar puncture showed 
turbid fluid under increased pressure, and a meningococcus of 
undetermined group was grown. On admission to the Park 
Hospital the infant was in good general nutrition, with obvious 
signs of meningitis, but there was no petechial rash. No gross 
physical signs were detected in the chest. The diagnosis of 
cerebrospinal fever was confirmed by spinal puncture and the 
routine laboratory examinations. 

Sulphapyridine was administered as follows: two |-gramme 
doses on February 5,-3 grammes daily on the 6th and 7th, 
2 grammes daily on the 8th, 9th, 10th, and Ilth, and 1.5 
grammes on the 12th—a total of 17.5 grammes over a period 
of eight days. The sulphapyridine content of the cerebro- 
spinal fluid was 7 mg. per 100 c.cm. twenty-four hours and 
4 mg. fifty-two hours after the initiation of treatment. 

The patient rapidly responded to treatment, and on the 
third day from admission the cerebrospinal fluid was clear 
and contained 176 cells per c.mm.. 50 per cent. of which were 
mononuclear. On the following day, however, the baby was 
pale, restless, and ill, with rapid grunting respirations and 
slight rise in temperature. The general condition became 
worse the day afterwards. with high fever and _ listlessness. 
Although physical examination and a radiograph failed to 
reveal any area of consolidation in the Jungs, it was obvious 
that the child was suffering from a _ respiratory infection. 
There appeared to be some discrepancy between the severity 
of the constitutional symptoms and the gravity of this respira- 
tory infection. As conditions remained unchanged, drug fever 
or agranulocytosis was suspected after a few days’ observation, 
but there was no rash and no ulcerations had appeared in the 
oropharynx. 

On February 13 a blood count showed 6.000 white cells per 
c.mm., with only 21 per cent. polymorphonuclears and no 
eosinophils. The following day the white cells had fallen io 
4,000, with 9 per cent. polymorphs. Pentnucleotide, 10 c.cm. 
in two doses, was given that day by the intramuscular route 
and repeated for the next two days. The white cell count on 
February 15 was 5,400 per c.mm. with 20 per cent. poly- 
morphs: on the 16th it was 8,800, with 40 per cent. 
polymorphs; and on the 18th it was 8.200, with 55 per cent. 
polymorphs. Eosinophils (2 per cent.) reappeared in the blood 
on the 18th. 

The clinical conditions rapidly improved from the 16th, 
when the temperature fell abruptly. The child has since made 
an uninterrupted recovery. 


COMMENTARY 

This case belongs to the relatively mild group, as the 
granular white cells in the peripheral blood numbered 
400 per c.cm. at their lowest. Necrotic ulcers in the mouth 
were absent throughout. A respiratory infection coming 
on top of a meningitis could account for the greater part 
of the constitutional symptoms observed, but there was 
some clinical indication that this might not be the whole 
explanation : it was this clinical impression which led to 
the search for some other possible explanation. The search 
was justified by its results, and confirms the importance of 
blood examination when there is a secondary rise in tem- 
perature or when not entirely accountable symptoms 
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appear during and shortly after a course of sulphapyridine 
treatment. I would like to emphasize the fact, certainly 
not new to those who have followed the literature, that 
even small deviations from normal call for repeated daily 
white cell counts. 
to fall a few days after the drug has been discontinued, as 
the present case well shows. 

The dosage of sulphapyridine was slightly higher and 
more prolonged in the middle range than that generally 
used at the Park Hospital for the treatment of meningitis 
(Banks, 1939), as it was thought inadvisable to reduce the 
drug too rapidly in the presence of a respiratory infection. 
The difference was, however, not great, and it is not 
thought to have played any important part in determining 
the fall of the white cells. 


I must not be too dogmatic about the value of treat- 
ment with pentnucleotide in this case. Spontaneous 
recovery in mild cases is well within the limits of possi- 
bility when the drug has been stepped, but I would not 
care to recommend abstention from treatment. , 


I have to thank the medical officer of health of the London 
County Council and Dr. H. S. Banks, medical superintendent 
of Park Hospital, for permission to publish this case. 

Park Hospital, $.E.13. E. Montuscui, M.D. 
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Abortus Fever treated with Sulphanilamide 


The following case of abortus fever is of interest in that 
it was successfully treated with sulphanilamide. 


Case REPORT 


A soldier aged 30 was admitted to the Cell Barnes Hospital 
on February 2 with influenzal symptoms. He had a red 
throat, retrosternal pain, and glands in the neck, with pyrexia, 
for which he was treated symptomatically. On February 16 
he still had a red throat, and there were coarse rales with 
diminished breath sounds at the base of his right lung. His 
presenting symptom at this time was a frontal headache, and 
transillumination revealed an opaque left antrum; he was 
therefore given a short course of sulphapyridine (M & B 693) 
amounting to 12 grammes in four days. He then started to 
improve, and on February 25 he got up and was about to be 
discharged to his depot when he complained of malaise. In 
a few days he developed pyrexia, with profuse sweating at 
night, but no abnormality other than a red throat was dis- 
covered on examination. 


On March 12 the spleen was found to be enlarged one 
fingerbreadth below the costal margin. On account of the 
persistent night sweats, fever, and the enlargement of the 
spleen abortus fever was diagnosed. This diagnosis was con- 
firmed by a positive agglutination of the serum to abortus 
fever in 1/2,500. On this date a blood count showed: haemo- 
globin, 74 per cent.; red cells, 4.300.000 per c.mm.; white 
cells 7,000 per c.mm.—polymorphonuclears, 37 per cent. ; 
lymphocytes, 59 per cent.; and monocytes, 4 per cent. The 
erythrocyte sedimentation rate was 21 mm. in one hour. His 
serum showed a negative reaction to glandular fever and to 
the typhoid and paratyphoid groups. A radiograph of the 
chest and sinuses revealed no organic disease. 

The patient was put on sulphanilamide and he received 
28 grammes from March 15 to 21, by which time the tempera- 
ture had fallen almost to normal. No recurrence of the fever 
was observed, and the patient made a rapid recovery. 
Although the temperature did not fall at once, relatively 
large doses of sulphanilamide were persevered with, and the 
successful result of this case must be attributed to the drug. 


My thanks are due to Dr. Burke, medical superintendent, 
and to Dr. Geoffrey Evans, consulting physician, for permission 
to publish this case. 

W. F. T. TatLtow, M.B., B.S., 
House-physician, Cell Barnes Hospital, St. Albans. 


The white cells may start and continue . 


Reviews 


LEPROSY 


Leprosy. By Leonard Rogers, K.C.S.L; C.1.E., 
F.R.C.P., F.R.C.S., F.R.S., 1.M.S. (ret.), and Ernest -Muir, 
C.1L.E., M.D... F.R.C.S.Ed. Second edition. (Pp. 2605 
illustrated. ° 15s. net.) Bristol: John Wright and Sons, 
Ltd. ; London: Simpkin Marshall Ltd. 1940. 
The modern history of the leprosy problem really begins 
in 1915, when Sir Leonard Rogers first began to treat the 
disease by injecting the sodium salts of hydnocarpus and 
chaulmoogra oils in watery solution. For very many 
years chaulmoogra oil had been recognized as the one 
remedy of any value in this disease, but the manifold 
difficulties surrounding its administration had prevented 
its employment to any considerable. extent. Since 1915 
a great deal of excellent work has been done to make it 
available and practicable as a potent remedy for leprosy 
by Sir Leonard Rogers and others, and when he and 
Ernest Muir in 1925 published their now well-known 
treatise they were able to state that effective methods 
were available for clearing up the symptoms and _ infec- 
tivity of most early and some advanced cases, and that 
the whole question had entered on a new and more 
hopeful stage. Fifteen more years have elapsed, and 
the second edition of their valuable work now lies before 
us. The progress that has been made in dealing with 
leprosy is immense. First of all the main reliance on 
lifelong compulsory isolation as the sole method of 
prophylaxis has been nearly universally modified ; out- 
patient clinics have been set up for the.treatment of early 
cases in their non-infectious or only slightly infectious 
stages, and consequently patients venture to seek treat- 
ment instead of concealing themselves until too late to 
benefit materially from modern methods. Moreover, 
leper settlements have steadily taken on more and more 
the aspect of agricultural colonies which are to some 
extent self-supporting, and in which the inhabitants lead 
happier and more useful lives than in the old prison-like 
asylums where these poor people were formerly confined. 
In consequence of these changes the authors have found 
it necessary largely to rewrite their book. This they have 
done very successfully, and there is no doubt that it will 
maintain its place as the standard authority on the subject. 
In these pages leprosy is discussed from every aspect, but 
the sections which will probably appeal most te the general 


‘medical reader are those on prognosis and treatment. 


The authors state that prognosis is much more favour- 


-able in the neural than in the lepromatous type, and they 


go so far as to say that early neural cases may be expected 
to recover with little or no deformity, provided that their 
general health and environment are good. In lepromatous 
cases the prognosis is more uncertain, and good‘ health 
and environment are of even greater importance. These 
are wonderful words, and could not have been written 
fifteen years ago when the first edition of this book 
appeared. In fact, at that time the authors expressed 
doubt as to whether leprosy could ever be cured without 
passing through the three stages of local infection, general 
diffusion, and late acquired immunity—an immunity only 
gained by comparatively few patients more fortunate than 
others in their bodily strength and favourable environment. 
Some aid is afforded in making a prognosis by employing 
the lepromin test of Mitsuda. Lepromin is an emulsion 
made from leprous nodules by a special technique. When 
intradermally injected it gives a nodular reaction which, 
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when well marked, indicates a high natural resistance and 
consequently a favourable prognosis. 

The treatment of leprosy is a complicated problem. As 
is well known, there are points of resemblance between 


Jeprosy and tuberculosis, and as in that disease the sur- 


roundings, and nutrition and also the mental condition 
of the patient are all of great importance. The patient 
must be encouraged to exert his will-power in the direction 
of getting better. But the sheet-anchor of treatment is 
the injection of hydnocarpus oil and of esters derived 
therefrom, as advocated by the International Leprosy 
Congress of 1938. The injections may be intramuscular, 
subcutaneous, or intradermal. Great care is necessary in 
applying this treatment, because every injection produces 
a negative phase, and patients vary enormously in their 
toleration of these remedies. The authors state that they 
have often seen harmful results from injudicious efforts. 
In estimating the patient’s tolerance of the chaulmoogra 
derivatives the blood sedimentation test is of great value, 
a high index being a sign either to delay further injections 
or to diminish the dose. The usual dose is from 0.5 to 
6 c.cm. once or twice weekly. But the whole sybject of 
leprosy does not really admit epitomization, and readers 
interested in the disease must consult the original work. 
If they once take it up they will find it difficult to put 
down again. It is a fascinating study of one of the 
greatest medical and sociological problems of the present 
day by two authors who have done more than anyone else 
to make possible the progress they record in their book. 


AN OBSTETRICAL GUIDEBOOK 
Midwifery, Principles and Practice for Pupil Midwives, 
Teacher Midwives, and Obstetric Dressers. By R. 
Christie Brown, M.B., M.S., F.R.C.S., F.R.C.O.G., and 
Barton Gilbert, B.Sc., M.D., F.R.C.S., M.R.C.O.G. With 
an Infants Section by Richard H. Dobbs, M.B., B.Ch., 
M.R.C.P. (Pp. 796: 203 figs. 15s. net.) London: 
Edward Arnold and Co. 1940, 

A good guide is always worth paying for—a fact which 
the midwife who wonders whether she can afford I5s. 
for a textbook would do well to remember. Midwifery, 
by Brown and Gilbert, can be recommended as an excellent 
guide to midwives, teachers, and students alike, with 
whom it will rapidly and deservedly become popular. 
Written by two experienced teachers, the book is a 
refreshing blend of general principles and practical details. 
The principles are clearly and concisely explained and 
illustrated by many neat analogies, which should make 
it easy for all readers to master the essential facts of 
even such subjects as the kinetic theory of matter. The 
authors believe that the ability to think rather than to 
memorize is of particular importance to those whose work 
demands coolness, decision, and action at a time of 
emergency in difficult circumstances, and the book is 
designed and written to stimulate thought rather than to 
tabulate facts. In the opening thirty pages there are 
six chapters dealing with scientific principles, in which the 
reader is introduced to such things as the structure of 
matter, diffusion and osmosis, acids and alkalis, energy 
and the chemical changes of oxidation and hydrolysis. 
As a result of this the midwife can understand among 
other things why castor oil differs from Epsom salts in its 
mode of action, and why litmus paper changes colour. Her 
knowledge is not profound, but she has started to think, 
and the process is encouraged as further chapters are 
read. The second, third, and fourth sections of the book 
deal in more detail with general anatomy and physiology 
and with the special anatomy and physiology of the repro- 
ductive system and the foetus. This is followed by sec- 
tions describing normal labour and the normal puerperium 


with, as a logical sequel, a discussion of their manage- 
ment. Occasional statements such as “ the common cause 
of a floating head in a _ primigravida is dispropor- 
tion’ and “during the first stage descent is not taking 
place’ are strangely out of place in pages filled with 
accurate teaching. The chapter on ante-natal care is par- 


ticularly good. 


The concluding sections describe abnormal pregnancy, 
labour, and puerperium, with particularly good chapters 
dealing with obstructed labour, trial of labour, prolonged 
labour, and sepsis. The amount of useful information 
condensed into relatively few pages is remarkable, and yet 
the concentration is not so great as to make reading diffi- 
cult. The treatment of haemorrhage is well discussed, 


but by some strange oversight the- reader is not warned 


of the dangers of vaginal examination in cases of placenta 
praevia. In fact, the midwife would probably assume 
that she must make such an examination to establish the 
diagnosis before sending for medical aid. 

“The child” is admirably dealt with by Dr. Dobbs, 


who gives a condensed account of the infant with many 


useful reminders of the relationship that should exist 
between mother, nurse, and child. The value of breast- 
feeding is stressed, but a useful scheme of artificial feed- 
ing is given. The concluding pages deal briefly with 
obstetric operations and are a little disappointing. No 
mention is made of the conditions that should be present 
before forceps are applied, nor is any reference given to 
the corollary of what so often happens if these conditions 
are ignored. With few exceptions the illustrations are 
excellent. Although the book is obviously written pri- 
marily for midwives, no medical student interested in 
obstetrics would regret purchasing a copy. There is need 
for such a book and we wish it well. 


SHOCK 


Shock : Blood Studies as a Guide to Therapy. By John 
Scudder, M.D., Med.Sc.D., F.A.C.S. (Pp. 315; 55 illus- 
trations, 5 plates, 3 of which are in colour. 30s. net.) 
Philadelphia, Montreal, London: J. B. Lippincott 
Company. 
In time of war any book on shock demands attention, 
more especially when it has the benediction of A. O. 
Whipple and is so luxuriously produced. The object of 
this volume is to direct attention to the blood potassium 
in shock as a guide to prognosis and treatment. In 
clinical and experimental studies it has been found that 
when the blood potassium is increased over 100 per cent. 
all patients died, whereas there were no deaths when 
the increase was under 25 per cent. Those who, like 
Freeman, believe that there is essentially an excessive 
and harmful increase of sympathetic activity in shock 
will find support in this conclusion, for D’Silva, working 
for the Asthma Research Council, found that a rise of 
blood potassium was characteristic of increased sym- 
pathetic action. The author points out that the rise 
of blood potassium, like increased blood concentration, 
precedes the fall of arterial pressure by many hours. 
No doubt this is true of many other blood changes. 

In regard to treatment nothing new is put forward ; 
but the rapid administration of large amounts of pre- 
served blood stored too long would seem to be contra- 
indicated because of its high potassium content. Dr. 
Scudder just stops short of suggesting possible potassium 
poisoning, but he gives the lethal dosage and many details 
regarding its action, and surprisingly does not refer to 
the possibility of utilizing the natural antagonist calcium 
to counteract it. He supports treatment with adrenal 
cortical extract and the usual measures. 
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The book is essentially a thesis on one aspect of the 
subject of shock, but is an excellent one involving a large 
amount of work and will be of great value to research 
workers, as it assembles in a convenient form references 
to much little-known earlier work. There are over 500 
references, beginning with one of 1492 referring to the 
transfusions of Pope Innocent VII, with the death of the 
three donors before they could spend their ducats. They 
are given in tabular form, and bring out the historical 
developments of the conception and treatment of shock 
and the discovery of some of the functions of the adrenal 
glands. 


BERKELEY MOYNIHAN 


Berkeley Moynihan—Surgeon. By 
(Pp. 354. 12s. 6d. net.) London: 
1940. 


“ Be to his virtues very kind and to his faults a little 
blind” was the wise advice given by a matron to a 
newly married wife. By following this advice Dr. Donald 
Bateman has produced an excellent account of the late 
Lord Moynihan. It is written for the general reader, 
from personal knowledge and with the approbation of the 
present holder of the title, who supplies a short com- 
mendatory preface. The book thus supplements the first 
Moynihan Memorial Lecture by Professor Hey Groves, 
which appeared recently in these columns (April 13 
and 20). 

Dr. Bateman tells of many things hitherto unknown 
about Lord Moynihan’s early life and about his heroic 
father, who won the Victoria Cross at Sebastopol during 
the Crimean War and died of undulant fever at Malta ten 
years afterwards. Andrew Moynihan was then a captain, 
and on his arrival at Malta not a man in his company 
could read or write; twelve months later each could 
write home and all could read. Nor was his mother less 
heroic. She arrived in Liverpool with a pound a week 
to maintain herself, her two daughters, and the son. It 
is no wonder that Moynihan knew the meaning of poverty 
and appreciated the value of money. Living in Leeds 
with relatives not much better off, means were found to 
educate him and to put him into the medical profession. 
His own talents and his Irish heredity soon brought him 
to the front, and in Leeds he remained for the rest of 
his life. In Leeds he achieved great success. It led to 
his six years’ Presidency of the Royal College of Surgeons 
of England, which paved the way to a peerage. The story 
is well told in good English, and is illustrated with a not 
very pleasing portrait as a frontispiece, for the expression 
is too severe, and two, more natural, photographs taken 
in uniform. The book is a pleasure to read, and there is 
a promise of a further volume of Collected Addresses. 


MEDICAL ENTOMOLOGY 


Medical Entomology, with Special Reference to the 
Health and Well-being of Man and Animals. By William 
B. Herms. Third edition. (Pp. 582; 196 figures. 24s. 
m2 New York and London: The Macmillan Company. 
This is a well-written, concise manual, designed for the 
physician rather than the professional entomologist, 
though the latter will find much here that is instructive 
and informative. The first three chapters deal with the 
historic development of this branch of applied biology, 
parasitism, and insects as vectors; then two chapters 
follow on general morphology and insect mouth parts. 
These two form an example of the dilemma which so 
often confronts the author of similar textbooks: Should 
he make the basic scientific section comprehensive (and 
risk the book’s becoming unwieldy or unbalanced) or 


Donald Bateman. 
Macmillan and Co. 


should he presume the reader has an adequate training in 
the basic sciences (and has not entirely forgotten it)? Here 
the latter alternative has been chosen, and an account is 
given of the essentials only. This is quite sufficient for 
the needs of most medical readers, and those whose re- 
quirements are greater would in any case have recourse 
to such standard works as Imms or Snodgrass. 

The remainder of the book is arranged on taxonomic 
lines, with chapters or sections at the relevant places 
dealing with insect control. There is a little emphasis on 
types found in the United States, as is only to be expected 
in an American textbook, but it is not to the exclusion of 
other important matter, and the full field is covered. A 
few points have been noted for criticism. The statement 
on page 145 that kala-azar is endemic in Iraq is incorrect, 
Cutaneous leishmaniasis is common, but if kala-azar . is 
found at all it is an imported case. On page 256 iodine 
is advocated to relieve the irritation of mosquito bites, 
The reviewer has frequently treated mosquito bites which 
had gone septic, and in every case iodine had been applied 
previously (but this is given only as an observation and 
no explanation is offered). In the treatment of scabies 
(page 474) the author says sulphur ointments “ give very 
good results if applied at intervals of three or four days.” 
This persistent therapy would be more likely to set up 
sulphur dermatitis. There are some two hundred illus- 
trations—photographs and line drawings, both excellently 
done—but in many the scale is not indicated and this 
detracts from their value. : 

To disagree with a few odd points is not to cavil at 
the whole book, but is rather evidence that it has been 
read closely and with interest. The general verdict is 
entirely favourable, and the book is recommended with 
confidence. Useful 
end of each chapter. ‘ 


Notes on Books 


seventh edition of Professor SYDNEY SMITH’S” Forensic 
Medicine is published by J. and A. Churchill at 25s. This 
first-class textbook for students and practitioners has been 
brought up to date since the last edition appeared two years 
ago. It is, of course, unique in being enriched by the author's 
experience in the chair of forensic medicine in the University 
of Cairo before he returned to Edinburgh. In that large and 
turbulent Egyptian city he came into close daily contact with 


a very varied material, much of which was strange to a 


British practitioner. He deals unusually fully with the identi- 
fication of human remains, the examination of blood-stains, 
and the investigation of firearm injuries. It is easy to believe 
that he found it difficult to cut out earlier work to make room 
for new work and new illustrative cases in the present edition. 
He clears up a number of points in which English and Scots 
law differ, especially in matters concerning children, lunacy, 
birth, and the investigation of the cause of death. He has 
amplified the chapter on head injuries, blood groups, and hairs, 
and has added a number of illustrations. 


Impressed by the dangers of widespread ignorance of the 
nature, causation, and treatment of cancer, Professor GUSTAVE 
Roussy has essayed a popular exposition, brief but as com- 
plete as possible, of contemporary knowledge of the disease 
(Cancer: published by George G. Harrap and Co. : 6s.). 
The author is eminent and erudite, yet the book. despite its 
wealth of information, misses its mark. It is surely beyond 
the comprehension of the layman, and cannot be commended 
without reserve to the medical reader. The compression of 
the current knowledge of cancer into one small book is. cf 
course, an onerous task, and no selection of material will 
satisfy everyone; but apart from the amount of space 
allotted to them the discussions of several topics in this book 
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are unsatisfactory. Accounts of recent work are especially 
open to criticism. The description of Bittner’s experiments on 
the effects of foster-nursing on the incidence of tumours in 
mice is marred by the failure to indicate that they refer only 
to mammary tumours; and when observations of so recent 
date are included it is surprising that the lung cancer of 
Schneeberg miners is attributed to the action of cobalt, the 
probable role of radio-active substances being ignored. The 
defects of the book are accentuated by a translation notable 
for verbosity, infelicities, and obscurities which result, it 
seems, from an attempt to write English prose in the French 
idiom. Readers of French scientific literature are inured 
to the ill treatment to which British and American proper 
names are subjected, but demand more care in an English 
edition; the “ howler” on page 122 is outstanding. Appar- 
ently the author and the translators alike are unaware that 
the Cancer Review ceased publication several years ago. 


Feeling that the ever-growing library on the care of the 
baby often lacks information on the toddler stage, Miss 
Mary CHADWICK has written an interesting little book on 
The Toddler in the Home (George Allen and Unwin, Ltd., 
2s. 6d.). The psychological aspects of the subject are well 
treated but the chapter on diet is disappointing. No exact 
details are given and milk is briefly dismissed with no indi- 


_ cations as to what variety may be safely given. Miss Chadwick 


seems to have accepted the “ acidosis ” story without hesitation, 
and the use of the first person plural has an accumulative 
irritating effect. Despite these faults, however, the book should 
prove of help to many parents who are finding difficulty with 
the dowager baby.” 


The Précis d’'Hygiéne, originally produced in 1914 by JULEs 
CourRMONT, at that time professor of hygiene at Lyons, and 
later carried on by his brother and successor in office, has 
now, in its fifth edition, been most competently recast by Pro- 
fessor A. RocHAIx, the present holder of the chair. In con- 
nexion with demography the pronouncement is made that the 
depopulation which is causing anxiety in France to-day will 
never be reversed or even arrested by mortality reduction alone. 
What is required is l’esprit nataliste to induce a soaring birth 
rate. The section on food has been enlarged. Attention is 
devoted to industrial hygiene, and epidemiology rewritten in 
the light of modern views on the paths of infection and the 
uses of prophylaxis. The section on social hygiene includes 
articles on rheumatism, mental disorder, and heritable disease 
conditions. The book is admirably turned out. Though it 
contains 1,000 pages it is easy to read and light to handle. The 
publishers are Masson et Cie, and the price in paper covers 
$2.75, or bound in cloth $3.20. 


Preparations and Appliances 


TOURNIQUET FOR ALL PURPOSES 


Mr. L. DouGAL CALLANDER, surgeon to the Royal Infirmary, 
Doncaster, writes: 

The anchor type of tourniquet known as Samway’s pattern 
depends for its efficiency on the elasticity of the rubber tubing, 
which, after it has been fixed round the limb, is secured to 
the wings of an anchor-shaped metal holder. 

Many of the instruments hitherto available suffer from 
serious disadvantages, inasmuch as the rubber tubing used by 
various makers is often too small in section or too hard in 
texture, thus frequently causing unnecessary injury to the 
tissues of the limb. The worst feature of the single Samway, 
however, is the difficulty in holding the wings of the anchor 
till the rubber is fixed, and in the double anchor pattern the 
size of the wings is too small to admit two fingers comfortably 
and at the same time provide a sufficient grip during the 
stretching and fixing of the rubber tubing. 

In an endeavour to overcome these difficulties I have de- 
signed a new tourniquet (Fig. 1). Its essential features are 


a corkscrew handle, large enough to admit four fingers, fitted 
to a single Samway’s anchor tourniquet the wings of which 
have been slightly lengthened, with rubber tubing of soft 
texture eleven-sixteenths of an inch in diameter. 


Fic. 1. 
(Registered design No. 838091.) 


It is essential in fixing the tourniquet that the rubber tubing 
should be first applied to the wing of the anchor distal to 
whichever hand is used to fix the rubber in the tourniquet 
(Fig. 2). Accordingly the fixing hand, be it right or left, 


should be crossed over to grasp the free end of the tubing, 
which is then pulled up and then down into the wings of the 
anchor, any additional pull or manipulation to tighten the 
tourniquet being carried out by the handle during this process. 
Owing to the softness of the rubber tubing it lies flat on the 
limb when fixed. 

This technique enables the tubing to be securely fixed into 
the wings of the anchor and provides that comfortable easy 
control essential for the rapid and efficient application of a 
tourniquet. 

It is a pleasure to use this new instrument after the un- 
comfortable earlier types; the ease and rapidity with which 
it can be applied will be readily appreciated in virtue of the 
considerable leverage one can obtain through the grip of the 
handle. Accordingly it is seldom necessary to pass the rubber 
round the limb more than once, thus greatly reducing the 
possibility of injuring the tissues of the limb. The handle of 
the tourniquet also facilitates very considerably its removal, 
particularly during an operation where sterilized sheets, mackin- 
toshes, etc., are covering the injured limb and the tourniquet. 

The tourniquet is also useful for intravenous injections in 
cases of shock or in V.D. clinics where it is necessary to apply 
some form of constriction to make the veins stand out in 
the arm. 

The instrument has been made for me by Messrs. Chas. F. 
Thackray, Limited, 10, Park Street, Leeds, 1, to whom I am 
indebted for the able manner in which they have carried out 
all my suggestions. 
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MEDICAL ASPECTS OF WORKMEN’S 
COMPENSATION 


The Workmen’s Compensation laws of Britain enact 
that an employer shall pay to the workman weekly 
compensation so long as the workman is incapacitated 
from earning by reason of an accident arising out of, 
and in the course of, his employment. The Acts pro- 
vide that the workman shall be paid approximately 
half his weekly earnings up to a maximum of. 30s. a 
week. If he is incapacitated from doing his old job 
but is able to earn a fraction of his previous wages 
by doing “light work” the employer must pay half 
the difference between his new wage and his previous 
wage up to a maximum of 30s. It will be understood, 
therefore, that the Workmen’s Compensation Acts 
have a purely cash basis; they do not take into con- 
sideration the nature of the injury or the costs of the 
treatment of the injury or any other costs imposed 
on the workman or the employer incidental to the 
accident. In these respects the Workmen’s Compen- 
sation laws of Britain differ materially from Work- 
men’s Compensation laws in most other countries. 
In the United States of America compensation is 
paid for physical disability indirectly for 
incapacity for earning, and in a varying degree the 
different State laws provide for the treatment and re- 
habilitation of the injured workman. The cost, or a 
proportion of the cost, of this treatment has to be 
borne by the employer. It will be understood, there- 
fore, that the medical problems in Britain’s laws and 
those of other countries are essentially different. There 
may be no very great difficulty in determining and 
assessing a question of physical disability; a satis- 
factory prognosis can be given and a state of finality 
can be recognized with a considerable degree of 
accuracy. But the problem of incapacity for earning 
is quite different, and the doctor who signs the certi- 
ficate of fitness for work or of fitness for “light work ” 
is expected to have an intimate knowledge of the 
various processes in the work and of the amount of 
physical strength, endurance, and dexterity that is 
necessary to perform those processes in a manner that 
will enable the normal weekly output to be made ; in 
addition to the physical requirements, the mental or 
nervous requiremenis must also be considered. 

The evidence presented by the British Medical 
Association to the Royal Commission (of which a 
summary appears in our Supplement this week) is 
based fundamentally (a) upon the difficulty of obtain- 
ing satisfactory medical evidence on the question of 
fitness for earning, and (b) on the question of the 
advisability of widening the Workmen's Compensation 
laws so that they no longer have a purely cash basis 
but also consider the necessity for providing treat- 


ment for the injured workman and for his rehabilita. 
tion. The reforms that the Association suggests may 
in some respects cost money, and the necessary funds 
may be raised in one of several ways: from the em. 
ployer, from the workman, from the State, .by con. 
tributions from each of the three, or by contributions 
from the first two only of the three. In determining this 
question of responsibility for costs many problems, 
sociological and economic in addition to legal ones, 
have to be considered, and the Association does not 
feel in a position to offer any definite evidence on the 
subject to the Commission. It is perhaps a pity that 
Workmen’s Compensation laws were on the Statute 
Book before national health insurance had been con- 
sidered, as this would have covered both injuries at 
work and injuries away from work, and then it would 
have been a fairly simple matter to have altered the 
law to provide adequate weekly payment to the injured 
workman and adequate medical treatment. 

As the law stands at present the workman must give 
notice to his employer of the injury which has caused 
his incapacity from work within six months of its date. 
He must also supply, if required, a medical certificate 
showing his incapacity for work. The employer has 
the right to have an independent examination of the 
workman without the presence of the workman's 
medical adviser. If the employers are satisfied, from 
the medical report they obtain, that the workman is 
fit for full or partial work, they may, within six days 
of the examination, give notice to the workman of 
reduction or cessation of the weekly payments. The 
weekly payments, however, cannot be so reduced or 
terminated if within the ten days the workman tenders 
a counter medical certificate of continuing incapacity. 
Two courses are then open to the employer (and, if he 
wishes, both courses are open to the workman): 
instead of issuing a counter certificate he can (1) 
appeal to the county court judge, or (2) appeal to 
the medical reteree. The medical referee is then 
required to give a certificate as to the condition of the 
workman and the type of work of which he is capable. 
The certificate of the medical referee becomes con- 
clusive evidence in the case. The medical referee has 
other powers, notably in deciding an appeal by either 
party from the decision of an examining surgeon in 
cases of industrial diseases. The British Medical 
Association is of the opinion that the system of 
medical referees is not satisfactory. It holds that the 
office should be abolished and the duties appertaining 
to that office be taken over by a_ properly con- 
stituted medical board. The board should consist of 
a whole-time chairman aided by two part-time mem- 
bers who would be chosen from a panel according to 
the requirements of the particular cases under review. 
The chairman would be a man with considerable 
knowledge of practical industrial surgery and, in 
addition, would be expected to acquire an intimate 
knowledge of industrial processes and working con- 
ditions in his area. There is no part of the medical 
curriculum which deals with this vital question of 
physical fitness for work, and this aspect of medicine 
can only be studied after graduation: it needs a con- 
siderable amount of time and quite exceptional oppor- 
tunities, and it must be confessed that very few 
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medical practitioners in this country are able to give a 
satisfactory opinion on fitness for work other than 
jn one or two particular industries in which they may 
be, or have been, employed as medical officers. That 
is why the medical referee system has failed; it has 
often been impossible to find a man with the necessary 
knowledge to express an opinion which both sides can 
accept as authoritative, and the payment made to the 
medical referees has not been enough to permit them 
to spend a considerable part of their time in research 
into the industrial conditions in their neighbourhood, 
which would be necessary for them to be able to 
express such an authoritative opinion. The Asso- 
ciation is of the opinion that all disputed medical cases 
should be referred to this medical board, even those 
cases which at present are decided by the county 
court judge. In such cases, after an examination by 
the medical board, a full report should be made out, 
and this should become the sole medical evidence 
before the court. 

Another aspect of the Workmen’s Compensation 
Jaws that may need revision is the question of lump- 
sum payments in redemption of weekly compensation. 
As the law stands at present an employer has the right 
to appeal to a county court to record the redemption 
of a weekly payment, but he can only do so as a 
right if he is prepared to pay the total redemption 
value, representing a sum that is considered adequate 
to pay to the man for the rest of his expected life 
the same amount of weekly compensation as he is now 
receiving. On the other hand, either the workman 
or the employer may apply to the court to ratify an 
agreement between the parties for the redemption of 
weekly compensation by a lump-sum payment. This 
question of agreement between parties leads to much 
bargaining and, it is felt, of jockeying for position: 
for instance, the man’s weekly compensation may be 
reduced or costs may be piled up against him by 
repeated actions in court so that there is an induce- 
ment to settle his claim for a sum which he may not 
consider fair but which he finds necessary because of 
his financial embarrassment. The workman has some 
protection in that the settlement has to be passed by 
the registrar of the court or by the county court 
judge, and it must be stated that in most cases this 
has proved a fair protection to the workman’s interests. 
In. other cases there is a suspicion that the man is 
dragging out his disability and failing to return to work 
as early as he might do in order to induce the em- 
ployers to pay him a lump sum to settle his claim. 
After examining the position the Association is of the 
opinion that the lump-sum payment does not operate 
to the benefit of the workman in most cases. It does 
not shorten genuine incapacity for work, and such 
evidence as it has been able to obtain suggests that 
lump-sum payments are not judiciously expended by 
the workman, so that his rehabilitation would have 
been more readily secured by an adequate weekly 
payment of compensation. 

Finally, the British Medical Association would like 
to see complete reconstruction of the Workmen’s Com- 
pensation laws which would give adequate treatment 
and rehabilitation for the injured workman. 


QUANTITATIVE METHODS OF BLOOD 
TRANSFUSION 


Until Marriott and Kekwick published their classical 
paper on drip transfusion in 1935' curiously little 
attention had been paid to quantitative methods of 
blood transfusion. It was customary to regard the 
administration of one or two pints of blood in thirty 
to sixty minutes as a satisfactory “ blood transfusion ” 
irrespective of the condition of the patient or his 
haemoglobin level. In a paper in our present issue 
the same authors have now carried their studies 
further in an attempt to discover the principles which 
should govern both the rate of transfusion and the 
quantity of blood given to any particular patient. 
For this purpose they have analysed 194 drip trans- 
fusions given for anaemia uncomplicated by acute 
haemorrhage. Transfusion should not, in their opinion, 
be used to restore haemoglobin. deficiency that can 
be treated successfully by ordinary measures such as 
iron or liver. Special circumstances alone make 
transfusion justifiable—namely, the need for operative 
interference, haemoglobin below what they consider 
the danger level (that is,. 25 per cent.), or when 
haemopoietic remedies are of no avail, as in the case 
of aplastic anaemia. 

‘In considering the volume of blood to be transfused 
Marriott and Kekwick conclude that it is essential to 
determine first how great a rise of haemoglobin is 
desired. If the blood is administered slowly enough 
they find that the increase in haemoglobin percentage 
during the progress of the transfusion is in proportion 
to the added red cells and that no dilution from the 
added plasma results. They accept as a rough guide 
the old dictum that a pint of blood will give a rise of 
10 per cent. in haemoglobin level, but believe that a 
more precise figure is obtained by making a calculation 
on the basis of body weight. As a result of their 
own observations they draw the following conclusions 
as to what constitutes a desirable increase in a given 
type of case. A patient with an original haemoglobin 
level below 25 per cent. should have it raised to 
45 per cent.; in anaemia complicated by some 
emergency such as operation the haemoglobin should 
be raised to 80 per cent.; in anaemia in patients 
whose recovery is urgent for any special reason to 
100 per cent.; in aplastic anaemias to 60 or 80 per 
cent.; and in anaemias associated with sepsis to 100 
per cent. If an increase of more than 33 per cent. of 
haemoglobin is desired they consider the transfusion 
is best divided into two parts separated by at least 
two days. 

Rules which should govern the rate of transfusion 
are of the same importance as those controlling the 
volume, because rate is of special importance if undue 
strain is not to be put upon the circulation. Victor 
Riddell’ regards recognition of this fact as one of the 
chief advances made in transfusion methods in recent 
years. Marriott and Kekwick lay down four principles 
in the regulation of transfusion rate—principles which 
hold good even for the administration of amounts as 


1 Lancet, 1935 1, 977. 
? Blood Transfusion, 1939, London. 
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small as 500 c.cm. They conclude that the rate should 
never exceed | c.cm. per pound of body weight per 
hour, and in subjects with a haemoglobin less than 
25 per cent., with cachexia, or with cardiac or 
respiratory disease the rate must not exceed 0.5 c.cm. 
per pound of body weight per hour. This means 
that a man weighing 12 stone should not receive more 
than 168 c.cm. an hour as a maximum rate. The 
determined rate of flow must be maintained steadily 
and no acceleration even for short periods should 
be permitted. If any manifestation of cardiac failure 
appears—such as cough, dyspnoea, or basal rales— 
the transfusion must be suspended. In addition to 
minimizing the risk of cardiac failure Marriott and 
Kekwick claim that slow transfusion reduces the 
incidence of reactions, though they give no figures to 
substantiate this conclusion. The same slow rate is 
advisable in their opinion if red cells, without plasma, 
but suspended in a minimum of isotonic non-protein 
fluid or a minimum of plasma, are given. On the 
whole, however, the authors are averse to interference 
with the normal plasma-tred-cell ratio, as they consider 
there are probably nutritional and other factors present 
in normal plasma which are of benefit to anaemic 
patients. 

A quantitative, as opposed to a qualitative, approach 
to any problem marks a definite advance in know- 
ledge. It is clear that the principles discussed in this 
paper by Marriott and Kekwick are of great im- 
portance, though their dogmatic conclusions on 
quantitative details may need moderation in the light 
of future work. How far these principles will be 
applicable to the severe anaemias of acute haemorrhage 
raises Many urgent questions in view of the present 
threat of increasing casualties, both civil and military, 
im the next few months. 


VASCULAR COMPLICATIONS OF CERVICAL RIB 


Symptoms referable to the presence of a cervical rib are 
sharply divisible into those resulting from lesions of the 
lower trunk of the brachial plexus as it crosses the rib 
and those resulting from obliterative arterial disease of 
the upper limb. The cause of these vascular changes has 
been the subject of much speculation, since experience 
has shown that the subclavian artery crossing the rib 
usually remains patent, obstruction occurring in the 
brachial and distal arteries. One of the most widely held 
hypotheses was that of Todd, modified by Telford and 
Stopford,’ who ascribed arterial obstruction to irritation 
by the rib of sympathetic fibres collected into a bundle 
on the inferior aspect of the lower trunk of the plexus, 
with spasm and subsequent endarteritis and thrombosis 
of the vessels supplied distally. This hypothesis has been 
criticized by Lewis and Pickering,* who pointed out that 
it did not allow for chronic irritation of a nerve being 
usually followed by paralysis and for the clear differentia- 
tion which is found in practice between those cases of 
cervical rib with vascular and those with nervous symp- 
toms. They described a case with evidence of obliterative 
disease of the small arteries of the hand in which operation 
disclosed no tension on the brachial plexus but showed 
an aneurysm of the subclavian artery as it crossed the 


‘Brit, J, Surg., V931, 18, $47. 
*Clin. Sci., 1933-4, 1, 384. 


articulation between the cervical and the first thoracic 
ribs. Operation also showed the space between this 
articulation and the clavicle to be so narrow as to nip 
the artery when the arm was abducted, and they ascribed 
the aneurysm to this nipping. They suggested on the basis 
of this and previously described cases that obliteration 
of the distal limb arteries was due to injury of the sub. 
clavian artery with mural thrombus formation, and 
subsequent detachment of those thrombi obstructing the 
distal arteries. In a recent paper Eden* records the further 
course of Lewis and Pickering’s case and describes two 
new cases supporting their hypothesis. The first new case 
was of a woman aged 57 who complained of a pulsatile 
swelling in the left supraclavicular region but of no other 
symptoms. Operation showed this to be an aneurysm of 
the subclavian artery as it crossed a cervical rib; the 
plexus was under no tension and the artery was nipped 
between abnormal rib and clavicle when the arm was 
abducted. The abnormal rib was removed. Eight months 
Jater the hand and arm became discoloured and cool, and 
pain was experienced on movement; thrombosis had 
occurred in the arteries of the arm right up to the 
aneurysm. The second new case was of a man aged 23 
who complained of attacks of white numb fingers in his 
left hand on exposure to cold, followed by gangrene of 
the tips of the left index finger and thumb. Examination 
showed a prominent left subclavian artery and absence of 
pulsation distal to the bifurcation of the left brachial. 
There was no cervical rib, but the clavicle was almost hori- 
zontal. Operation showed an aneurysm of the subclavian- 
artery and that the artery was nipped between the first rib 
and the clavicle on abducting the arm. Ata second operation 
the artery was freed by removing a part of the first rib, 
with some relief of symptoms subsequently but no return 
of pulse in the obliterated arteries. In addition to these 
Eden has tabulated forty-five published cases of cervical 
rib with vascular complications, the whole forming an 
impressive body of evidence in favour of the view that 
the vascular disturbances result from injury to the 
subclavian artery. Smith’ has just described the case of 
a male aged 28 in whom thrombosis had occurred in the 
third part of the subclavian artery, which appeared to 
be partly compressed proximally by a hypertrophied band 
of cervical fascia, no cervical rib being found. MacFee’ 
has given an account of a male aged 28 with gangrene of 
the left hand due to obstruction of the brachial artery; 
operation disclosed a subclavian aneurysm just distal to 
a point where the artery seemed compressed between the 
scalenus anticus and a cervical rib. Smith and MacFee 
find difficulty in accounting for the vascular phenomena 
they describe ; unfortunately they are unfamiliar with the 
recent British work, for their cases would have permitted 
an excellent opportunity to test its validity. 


CLAY-SHOVELLER’S FRACTURE 


The designation of certain fractures is such that their 
aetiology is at once apparent. Motoring has come to 
have a pathology of its own, and one which changes 
with changes in car design. Chauffeur’s fracture has dis- 
appeared with the general use of self-starters, but bumper 
or fender fractures remain,® and now that chassis design 
has lowered the position of car bumpers this fracturé 
involves the upper end of the tibia and not, as formerly, 
the lower end of the femur. Dashboard dislocation of 


Brit. J. Surg., 1939, 27, 
* Ann. Surg., 1940, 111, 546. 
Ibid., 549. 
* British Medical Journal, 1938, 1, 291. 
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the hip, in which the posterior lip of the acetabulum may 
be fractured also, is apt to affect the passenger in the 
front seat, but the driver, whose hip-joints are protected 
by the presence of the steering column, escapes this form 
of injury.” Now from Australia comes an account of 
an occupational fracture resulting from clay-shovelling. 
One or more spinous processes of the lower cervical or 
upper thoracic vertebrae are fractured in a patient who 
is usually a relief worker engaged in shovelling clay out 
of a deep drain. Unaccustomed to such work and of 
relatively poor physique, he tosses up heavy loads of 
clay ten, twelve, or fifteen feet on a long-handled shovel ; 
suddenly, instead of being thrown off it, a load of clay 
sticks to the shovel and the patient feels a stab of 
pain and may also hear a crack somewhere between 
the shoulders. The pain continues, and he is unable to 
go on working. Dr. McKellar Hall,” who describes the 
lesion, reports thirteen cases—eleven in patients who were 
employed in shovelling clay while digging drains, one in 
shovelling gravel, and another in a tree grubber. In six 
of the patients the seventh cervical was the site of the 
fractured spinous process, in three the seventh cervical 
and first thoracic spinous processes were both fractured, 
and in the remaining four the vertebrae involved were 
the sixth cervical, the first thoracic, the sixth and seventh 
cervical, and the second and third thoracic vertebrae, 
respectively. The site of the fracture is thus commonly 
the spinous process of the seventh cervical vertebra. The 
origin of the muscles, particularly perhaps the rhomboids, 
passing from the spinous processes to the scapula is 
apparently the reason for the particular localization of 
the lesion. The mechanism whereby the fracture is pro- 
duced is considered by Dr. Hall in his paper. The 
spinous process fractures from one-half to three-quarters 
of an inch from its tip and at what may be described 
as its waist, where it is narrowed between the base and 
the splayed-out tip. Early removal of the broken-off 
tip is considered the treatment of choice. In a con- 
cluding paragraph the author states that two additional 
cases have appeared in his practice since the paper was 
written—one in a farm labourer who was pitching hay, 
the other in an Italian miner who was shovelling lime. 


DIET AND DENTAL DISEASE 


Dental Disease in the Island of Lewis,’ by Dr. J. D.-King, 
is an important contribution to the problem of the effect 
of diet on dental disease. Since 1920 improvements in 
communications have affected the islanders’ diet and mode 
of life. Hence the study is of a population whose habits 
are changing. The author carefully examined the teeth of 
1,250 Lewis school children and made similar studies of 
the teeth of children from schools in Wester Ross, Shef- 
field, and London. The most noteworthy fact established 
was that the incidence of caries in all teeth, both deciduous 
and permanent, was 14 per cent. among the Lewis rural 
children, but the corresponding figure for the Lewis urban 
children was 33 per cent., and this incidence was similar 
to that found on the mainland and in London and 
Sheffield. Of the Lewis rural children 28 per cent. were 
free from dental caries, whereas this figure in the other 
areas varied from 1.9 to 6.3 per cent. On the other hand, 
the average gingivitis figures were slightly worse in rural 
Lewis than in other areas. The author concludes that the 


? British Medical Journal, 1938, 1, 903. 

SJ. Bone Jt. Surg., 1940, 22, 63. 

’ Dental Disease in the Island of Lewis. By J. D. King, Ph.D., L.D.S. 
Medical Research Council Special Reports Series, No. 241. H.M. Stationery 
Office. 1940. (ls. net, plus postage.) 


freedom from caries of the Lewis rural children is due to 
a large extent to the relatively high fat-soluble vitamin, 
calcium, and phosphorus content of their diet. The tradi- 
tion in Lewis is that caries was almost unknown among 
the population until the last quarter-century. The present 
study appears to record the effect of a dietary change that 
has reached the town but has not yet affected fully the 
rural population. It is very fortunate that this investiga- 
tion has been made before the change has been completed, 
as it seems likely that in another twenty years the teeth of 
the Lewis rural children will be similar to those of the 
urban children. 


ULTRASONIC WAVES IN MEDICINE 


The possibility that ultrasonic waves—that is, sound waves 
beyond the range of audibility—might have important bio- 
logical effects has been considered by many workers, but 
on the whole there is little indication that this form of 
energy can be applied in medicine. The question is raised 
by a recent contribution by Gohr and Wedekind.’ Ultra- 
sonic waves obey the ordinary laws of acoustics. If the 
cupped hand be filled with any fluid and the dorsum 
brought into contact with the oil-surface of the super- 
sonic generator, then sensations of heat and pain are 
experienced in the interior of the hand, and evidence is 
obtainable of a passage of the waves through the tissues. 
Suitable exposure of the abdominal skin of an anaes- 
thetized rabbit to the waves leads to slight erythema of the 
skin and a corresponding considerable hyperaemia of, and 
even haemorrhages in, the peritoneum, and dilatation 
of the large intestine. If the same thing is done to an 
animal killed immediately before exposure, rupture of 
skin vessels, changes in the blood pigment, innumerable 
perforations of the gut, and passage of faecal matter into 
the peritoneum are observed. There were no signs of 
burning of the tissues. These phenomena are held by 
the authors to be of a complex nature and probably due 
to effects produced at surfaces separating media of differ- 
ent densities. Exposure of plant cells results in the separa- 
tion and disintegration of the protoplasm from the cell 
walls. Red blood cells are in part haemolysed, yeast 
cell growth is inhibited, fluorescent organisms lose their 
luminescence, and pathogenic organisms may become 
avirulent. B. coli is apparently not affected. Small fish 
and frogs are paralysed and then killed by exposure 
to these waves. As to the purely chemical influences of 
ultrasonic waves not much is known, but there is evi- 
dence that they lead to oxidation and reduction reactions 
in aqueous solutions of some substances. In water con- 
taining oxygen or air hydrogen peroxide and nitrous and 
nitric acids form. That these waves can produce peculiar 
energy transformations is evidenced by the faint lumin- 
escence which can be observed in water exposed to them. 
Starch, glycogen, and saccharose solutions are hydrolysed 
on exposure to these waves, and diastase solutions are 
inactivated. These effects are attributed to hydrogen 
peroxide in the case of starch and to HNO, in the other 
cases. The hypoglycaemic action of insulin is much weak- 
ened by exposure of the hormone to the waves, and this is 
attributed to the simultaneous formation of ammonia and 
nitrous acid. Vitamin C is oxidized on exposure to the 
waves in air or OXygen; exposure im vacuo or in an 
atmosphere of CO, prevents this effect. Pepsin is in- 
activated rapidly by the waves. Ultrasonic waves possess 
interesting and striking properties in producing dispersions, 
emulsifications, and coagulations in colloidal or semi- 


Klin, Wschr., 1940, 19, 25. 
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colloidal systems ; in particular, the effect on aerosols is 
of practical importance in that in a very short time these 
waves lead to coagulation of all manner of such suspen- 
sions ; the result is a complete removal of dust particles 
from the air. The possible practical application of this 
property remains to be investigated, but its importance 
in the prophylaxis of industrial pneumonoconiosis is clear. 
Efforts to use ultrasonic waves as a general tonic for the 
body have not yielded very impressive results, and, indeed, 
the authors assert that any general application of these 
waves in the treatment of disease seems unlikely. But 
from their experiments they believe that these waves may 
be useful in determining the outlines of internal organs, 
tumours, exudates, abscesses, etc. 


COMPRESSED TABLETS 


There is a natural tendency to consider that the task of 
administering a medicine is completed once the patient 
has swallowed the correct dose and kept it down. In 
the case of some solid preparations such as Blaud’s pills 
and quinine sulphate tablets it has long been known that 
the swallowing of the preparation does not in fact ensure 
its absorption, because these preparations may be in 
a form that passes intact through the alimentary canal. 
Failure of tablets to disintegrate and be absorbed is 
indeed one generally recognized cause for the failure of 
quinine therapy. Examples such as those mentioned have 
caused the Pharmacopoeia Commission to consider intro- 
ducing into the British Pharmacopoeia a test for the rate 
of disintegration of compressed tablets. Such a test has 
been devised by the department of pharmaceutics of the 
College of the Pharmaceutical Society.'. Application of 
this test to commercial tablets has yielded very interesting 
results. For example, the rate of disintegration of 
sulphonal tablets varied from 7 seconds to 7 days. 
Such a result by itself is enough to explain why sulphonal 
has acquired the reputation of being highly uncertain in 
its rete of action. It is obvious that a necessary factor 
in accurate therapeutics is reasonable uniformity in 
the rate of absorption of a medicament. The results give 
strong support to the proposal of the Pharmacopoeia 
Commission to provide a test to encourage uniformity 
in the time taken by tablets to disintegrate within the 
alimentary tract. 


THE INFANTS OF DIABETIC MOTHERS 


In pre-insulin days the fertility of diabetic women was 
low, and the rare pregnancies often ended in hydramnios 
or stillbirths, while the death rate of those infants born 
alive was very high. Even when the mother is under 
adequate insulin treatment the proportion of premature 
births and neo-natal deaths remains considerable. All 
infants tend to have a low blood sugar at birth, the 
average being 50 mg. per 100 c.cm. of blood for full-term 
infants and 31.8 for the premature ones. This latter 
figure is not much more than the average for the infants 
of diabetic mothers, which stands at 29.7, according to 
H. C. Miller and R. A. Ross.* These observers, there- 
fore, do not accept the view that the cyanosis, twitchings, 
convulsions, and occasionally the death of the new- 
born infants of diabetic mothers are due to hypo- 
glycaemia, as has been urged, and point out that these 
symptoms are not relieved by dextrose, as would be 


* Annual Report of Research Work, 1939. College of the Pharmaceutical 
Society. 
* J. Pediatr., 1940, 16, 473. 


expected if that were the cause. Even more striking than 
the lack of response to dextrose is the frequency with 
which in such infants there is evidence of organic disease 
which would explain the symptoms and clinical course 
better than would hypoglycaemia. Congestive _ heart 
failure, congenital heart disease, erythroblastosis foetalis, 
and subtentorial haemorrhages have been found in such 
patients. Yet it is an interesting fact, as observed by 
E. B. Helwig,’ that some infants of diabetic mothers have 
definitely larger amounts of islet tissue in the pancreas 
than usual, although the blood sugar as a rule shows little 
correlation with this hyperplasia. He suggests that this 
increase of islet tissue is a response to the diabetic state 
of the mother, probably induced by an increased need 
for insulin to control the extra sugar diffused from the 
maternal blood. It would appear, however, in spite of 
this adaptation and despite insulin, that the offspring of 
a diabetic mother still has to encounter many perils. 


FOOD VALUES AND HOME PRODUCTION 


At first glance Sir Frederick Keeble’s Royal Institution 
lecture, which appears in an abridged form in this issue 
as the fourth of the series to which Professor J. C. 
Drummond, Sir Robert McCarrison, and Sir John Orr 
have already contributed, may seem, unlike its pre- 
decessors, to have little interest for the medical reader 
and to be more suited to an agricultural journal. 
Nevertheless, it is just as well, when the medical pro- 
fession is talking so much about food values in wartime, 
that it should be reminded of the hard facts of the 
situation, the probable cutting off of some foods to which 
we have grown accustomed, and the substitution of 
others which have been largely disregarded. Fortunately, 
as Sir Frederick Keeble points out, the foods upon which 
we shall have increasingly to rely are those which are 
good for us, and at the same time those which the soil 
of this country is best at producing—milk, potatoes, 
other vegetables, and fruit. The lecture recalls us use- 
fully to some other aspects of the food problem which 
are just as important as those that interest the physio- 
logist or the dietitian. 


COMMITTEE ON TREATMENT OF WAR WOUNDS 


The Medical Research Council has appointed the follow- 
ing committee, including representatives of the Fighting 
Services and of the Emergency Medical Service under the 
Ministry of Health, to advise as to the application of the 
results of research to practice in the treatment of war 
wounds, and as to the need for new investigations: Sir 
Cuthbert S. Wallace (chairman), Mr. E. Rock Carling, 
Mr. C. H. S. Frankau, Professor F. R. Fraser, Professor 
G. E. Gask, Surgeon Rear-Admiral G. Gordon-Taylor, 
Colonel Sir Charles Gordon-Watson, Sir John C. G. 
Ledingham, Major-General H. Marrian Perry, Professor 
R. S. Pilcher, Professor J. Paterson Ross, and Professor 
W. W. C. Topley (secretary), with Dr. F. H. K. Green as 
assistant secretary. 


A Second Addendum to the British Pharmacopoeia, 
1932, to which reference was made in the Journal of 
May 25, p. 859, was published on June 14, and became 
official from that date. It is published for the General 
Medical Council by Constable and Co., Ltd. 


* Arch. int. Med., 1940, 65, 221. 
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THE NATION’S LARDER IN WARTIME 


This is an abridged version of one of a series of lectures recently delivered before the 
Royal Institution* 


THE DEVELOPMENT OF THE HOME 
PRODUCTION OF FOOD 


BY 


SIR FREDERICK KEEBLE, Sc.D., F.R.S. 


Fullerian Professor of Physiology, Royal Institution 


We have got to produce more food; everybody knows 
that. But it is not only more food that we must get. We 
must get the best food, measured not by its money value 
but by its body-building and health-giving power. 

Such foods are well known. Apart from bread they are 
milk, potatoes, vegetables, fruit, with a reduced ration of 
meat and as many eggs as can be produced without the 
use of more than a modicum of imported feeding stuffs. 
The first five are the principal foods of which we must 
grow more—much more—and which we must be prepared 
to consume in place of other foods to which we are 
accustomed. Meat must not be left out of account 
altogether, though we must be content with less, nor must 
eggs be forgotten, though they should be earmarked for 
women and children. But this is only one part of the 
food problem. There are the dairy cows to be fed, as 
well as other cattle and sheep and pigs and poultry. To 
kill our live stock off wholesale is out of the question. 
Milk we must have, some fresh meat and some fresh 
eggs too, and the land must have manure. Any food 
policy must face the problem as to how many and which 
kinds of live stock we must try to keep. 


The first thing to do is to take stock of our resources. 
The shortage of labour on the land must be overcome. 
Machines can do much to save labour, but they cannot 
replace it altogether. Both general and specialized labour 
must be recruited. We have lost a proper balance between 
industry and commerce on the one hand and farming on 
the other. In France the proportions are 70:30: in 
Germany, 80:20; but in the United Kingdom, for every 
ninety people earning their living by town occupations 
there are only ten countrymen, and one of those is, as 
likely as not, just leaving the country for the town. 


Home-grown versus Imported Food 


This indifference to the claims of the land must be 
overcome, for our farmers require our help if they are 
to give us the food we need so badly. There are in all 
about 573,000 farms and holdings in the United Kingdom, 
and two out of every three is a little one of 50 acres 
or less. What can be the resources of these 396,000 
smallholders? How can they put up the money needed 
to recondition their farms and make the land more fruit- 
ful? More intensive cultivation means money—money 
for labour, for seed, for fertilizers, for cleansing ponds 
and repairing farm buildings. Our farmers are the best 
in the world. They produce more food to the acre than 
any others, except the Dutch. The German farmers, 
who come next to us, need 121 acres to produce as much 
wheat as we grow on 100; 116 acres to grow as much 
barley, and 120 acres to produce as many potatoes, as 
our farmers get from 100. Only with sugar beet—a 
sunshine crop—do the Germans beat us. 


* The lectures will be published in extenso by Messrs. G. Bell 
and Sons, Ltd., of York House, Portugal Street, W.C.2. 


Yet in spite of their skill, all that our farmers can do 
at present is to fill the national larder for week-ends. 
For the rest of the week we have to go out to the 
restaurant—in other words, to fare on imported food. 
Of our food 30 per cent. is home-grown and 70 per cent. 
imported. 

Our Agricultural Estate 


There is yet another and more disconcerting way of 
regarding our colossal appetite. Wheat is grown in every 
country in the world from the Arctic to the Tropics. It 
is harvested every day of the year. Many countries grow 
more than they need and export the surplus. Of all the 
wheat exported by all the countries of the world we take 
one-half. What if the rest of the world found itself 
needing more and the world’s wheat crops were below the 
average? We live on a dangerous margin, requiring half 
the world’s wheat surplus, six-sevenths of all the meat 
(beef and veal) in the export market, and four-fifths of 
all the dairy produce—and that with imports from 
Denmark and Holland cut off. Is it not certain that we 
shall have to do without foods to which we have been 
accustomed and make up with other foods instead? 
Luckily the foods which we shall have increasingly to 
rely on are good for us, and at the same time are those 
which our soil is best at producing—milk from grassland, 
potatoes and other vegetables from ploughland, corn, 
kale, and forage crops to eke out grass for cattle-feeding, 
and the fruit of orchards and plantations. 

The farmers’ annual contribution to the national larder 


is as follows: 
Million tons 
1 


Roots (mangolds, turnips, swedes, etc.) 20 

Meat and eggs . %H 
Sugar ie 21,000 tons 


And to this has to be added the grass of our meadows, 
which, besides our pastures, makes eight million tons 
of hay. 

Our agricultural estate in the United Kingdom occupies 
rather more than 30 million acres. One-sixth is mosily 
poor grassy land ; much of the remainder is good or fairly 
good. The area permanently under grass is 15 million 
acres, and 10 million acres are ploughland. During the 
last seventy years arable and grass have changed places. 
No wonder that whenever we are at war the first thing 
we do is to plough up grassland to grow corn. We did 
it in Tudor times and we are doing it now: there are two 
million more acres under the plough this year. But what 
was good enough for our fathers may not be good enough 
for us. Much has been learnt since Tudor times, and even 
since the last war, about the food-producing value of 
grass, but this question must wait until another even more 
fundamental one has been answered. 


On What does Increased Food Production Depend ? 


On what does a continued increase of food production 
ultimately depend? It depend? on the fruitfulness and 
fertility of the soil—fruitfulness to give bigger crops and 
fertility to keep on growing them. Therefore our food 
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policy must aim at two things: the growing of more 
food now and the keeping up of the fertility of the 
earth. 

How important this is can be shown from the fact that for 
the past forty years, in spite of the efforts of our farmers 
to keep their land in good heart, the fertility of our soil 
has not increased, but if anything has actually decreased. 
Like so much agricultural land all the world over, but 
not nearly so much as elsewhere, our soil has been taxed 
beyond its strength. It begins to get tired because it has 
begun to get hungry. It must be fed if it is to yield bigger 
crops. The fertility of the soil depends on the life in the 
soil which preserves the stores of plant food ready for the 
use of crops. 

The first thing to do is to feed the earth. If 
we do not it cannot feed us. It needs first aid and then 
careful nursing. The first aid it needs is feeding. To 
show what feeding the soil does, here are the results of a 
large-scale experiment with fertilizers on farms totalling 
over 1,000 acres. The farmers agreed liberally to use the 
fertilizers that they knew their land needed. The in- 
creases in yield were: wheat 24 cwt. to the acre, and 
barley and oats 4 cwt. to the acre. We calculated that 
if fertilizers were used in this fairly liberal way on all 
the farms in the United Kingdom the total increases 
would be 8 million tons of food, or, leaving hay out of 
account, 5 million tons, including 14 million tons of cereals 
and potatoes. Every available pound of fertilizer should 
be got on to the land. The right fertilizers should be 
earmarked for the right crops. Our agricultural men of 
science with specialized knowledge should be used to give 
help to farmers in their fertilizer programmes. Crops are 
always taking food out of the soil, and food must be 
always put back. a 

All plants must have enough food and fresh air, water, 
and a roomy home in the soil for their roots. They 
cannot grow well and yield abundantly if they do not. 
Fertilizers are needed for plant food, and farmyard 
manure for soil fertility, because only by natural manures 
can the soil be made fit for plants to live in. They 
enable the soil to strike the right balance between air 
and water. They and they alone will make the soil into 
a good larder for keeping soil food in, and they and they 
alone give the roots of plants plenty of room in which 
to move about. 


If our arable land, well cultivated as it is on the whole, 
lacks food our grasslands lack it far more. At present 
much of our permanent pasture lacks both food and air. 
All or nearly all our 15 to 17 million acres of permanent 
pasture can be made to produce much more than they do 
now, and be made to do it quickly and relatively cheaply. 
Our policy must be to embrace not only ploughing up 
but also improvement of grassland, with proportionately 
liberal inducements both to those who plough up and 
those who set about improving. 


Improving the Grasslands 


Here is an example—one of hundreds—of what well-fed 
grassland can do. One set of plots in a field got a liberal 
allowance of complete fertilizer (nitrogen, phosphatic and 
potash, and lime as well), another set of plots got none. 
The first set yielded 18 tons of fresh grass per acre, the 
second only 104 tons. The result was even better than 
these figures show, for the grass on the fertilized plots 
was richer than on the unfertilized ones, with more food 
in it, both nitrogenous féod and carotene, the mother of 
vitamin A. The nitrogenous food for the unfertilized 
plots was 122 lb. per acre, for the fertilized it was 246 Ib., 


or double. Furthermore, as we proved, the rich young 
grass growing on the fertilized plots is a complete food 
for dairy stock. Cows of good average milk yield can 
make as much milk from grass alone as they can when 
they are given concentrated food. This means home- 
produced milk instead of imported milk, for the concen- 
trated food which is turned into milk is imported, 


Ours is mostly a grassland climate, and for that reason 
it is not a haymaking climate. Grass needs plenty of 
rain, hay detests it. Therefore hay should be made only 
when the sun shines; and when it does not, particularly 
in the dull autumn days, the grass aftermath should be 
turned into ensilage instead, which has double the value 
of good average hay. I see, therefore, next year, if not 
this autumn, a new and less picturesque but more appe- 
tizing feature in our landscape—squat, dark brown stacks 
of ensilage instead of the blond beauty of the haystack. 

Our salvation is to be sought in grassland: in cultivating 
it and fertilizing it, turning it over to arable if local con- 
ditions advise it, and putting it back to grass in the usual 
way or keeping it down to grfass and doing the land 
properly and well; or else ploughing it up and sowing 
grass and clover on the sod to give grass its proper chance. 


** Waste not, Want not” 


An essential part of food production is to put the food 
that is produced to its full use. We misuse and waste 
incredible quantities. We ask our farmers to grow another 
million tons of potatoes when we are already throwing 
not far short of a million tons into the kitchen bucket 
in the form of peelings—and the best part of the potatoes 
too. We are told to eat more green vegetables, and so 
we ought; but cooked as they are now, and the water 
they are cooked in thrown away, much of the gocdness 
does not get into our stomachs but goes down the sink— 
something like 30,000 tons of nutritious minerals every 
year. 


Again, why not restore to bread all the good things, 
nerve-tranquillizing as well as body-building, that the wheat 
grain provides for us? As things are the miller removes 
a lot of these valuable foods from the grain he grinds 
into the flour for our bread. They go to feed the pigs 
and other livestock, and our bread goes without them. 
It is claimed, and I believe rightly, that a new process 
makes flour from the whole of the wheat grain. The 
whole-wheat flour certainly makes an appetizing loaf and 
claims to have all the goodness of the wheat grain in it. 
Must we not therefore put into large operation this in- 
vention and also other well-known devices so that our 
daily bread becomes what it should be—the staff of life 
instead of a broken reed? Food production means more 
than bulk and weight; it means also the right food and 
the thrifty use of food. It means wisdom and energy in 
food production and forethought in the use of food. 
Cook for victory as well as grow for it! Scientific know- 
ledge has given a new and profound meaning to the old 
saw, “ Waste not, want not.” ; 


The trustees of the Lady Tata Memorial Fund announce 
that, on the recommendation of the Scientific Advisory Com- 
mittee, they have agreed, if circumstances permit, to make 
the following awards for research in blood diseases, with 
special reference to leukaemia, in the academic year begin- 
ning on October 1, 1940. Grants for research expenses: Dr. 
M. P. J. Guérin (Paris) ; Professor K. Jarmai (Budapest) ; Pro- 
fessor E. L. Opie and Dr. J. Furth (New York); Dr. A. H. T. 
Robb-Smith (Oxford). Part-time personal grant and grant for 
research expenses : Dr. Werner Jacobson (Cambridge). 
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RECRUITS SUSPECTED OF TUBERCULOSIS 


BY 


ERNEST WARD, M.D., F.R.C.S. 


Member of the Standing Advisory Committee on Tuberculosis 


jn the last war a number of tuberculous men passed into 
the Army, where they were of little service and had to be 
pensioned later. We should try to avoid that mistake this 
time. 

Recruits about whom an opinion is wished by the 
Recruiting Medical Boards are being referred to Tuber- 
culosis Officers, and it is likely that differing methods of 
assessment will be followed and differing standards of 
fitness adopted. But the question must be approached 
from two sides—that of the Recruiting Board and that 
of the Tuberculosis Officer. For it is important on the 
one hand that the Boards should avail themselves to a 
greater extent of the services offered, and on the other 
that there should be some uniformity in the standards 
adopted by the Tuberculosis Officers. 


_ The Medical Board 


If the necessity for invaliding members of the Services 
because of tuberculosis is to be avoided Recruiting Medical 
Boards should take more general advantage of the oppor- 
tunities now afforded to submit recruits on whom suspicion 
rests for an opinion by Tuberculosis Officers. At present 
the number so referred varies widely. 

It must be remembered that physical signs as elicited 
by percussion and auscultation are unreliable; they may 
help or they may deceive. It is a radiograph that is 
needed—a good radiograph and properly interpreted. 
Without a radiograph the appearance and history are more 
valuable than the physical signs, but history in recruiting 
work is not very reliable, and a doomed tuberculous 
patient may yet be well nourished and appear robust. 

Anything suspicious in the personal or family history 
makes reference a wise step. And a history of pleurisy, 
especially with effusion, is noteworthy. It may also be 
elicited that the recruit has previously seen the Tubercu- 
losis Officer, and, if so, that man should be referred. As 
regards appearance it is unnecessary to tender advice. 
Some illustrative instances may be worth while. 

X., aged 20, had a pleural effusion four years ago. His 
sister died from tuberculosis and probably also his mother. 
He joined the Army on November 15 last, served one week, 
spent two and a half weeks in hospital, and was then invalided. 
He was found to have extensive bilateral pulmonary tuber- 
culosis with a positive sputum. Even though suspicious 
physical signs were not elicited, the history of pleural effusion, 
which was forthcoming, should have led to reference. 

Y., aged 20, was accepted on October 21, 1939. He is now 
in a sanatorium with extensive bilateral disease and a positive 
sputum. 

There were also two patients in sanatoria passed as fit 
for service, one in the 1938 crisis, one recently. Both had 
moderately extensive disease and a positive sputum, but looked 
robust. 


The Tuberculosis Officer 


It is presumed that a radiograph of the chest will be 
taken in every case. 

The official grades of classification of recruits are as 
follows: 
. Fit for service over-seas. 
. Fit for home service. 
. Fit for sedentary work. 
. Unfit. 


In every case referred tuberculosis or other chest dis- 
€ase is suspected, or it is desired to eliminate the possi- 
bility of chest disease. The recruits referred fall broadly 
into three classes: 


1. The defect is something other than tuberculosis. 

2. There is definite evidence of old or recent tuberculosis. 

3. There is a history of an antecedent pleurisy, but no 
evidence of disease of the lungs. 


In the first group come various defects. The recruit 
may be undersized and under weight, for instance; his 
physique may be poor or his chest be deformed without 
underlying disease. An estimate may have to be made 
of how far the defect will disable the recruit and how 
far it can be improved by training. A large number 
suffer from a vulnerability to bronchitis and catarrhal 
infections, and most of these are not fit for any useful 
oversea service. A service that must be seasonal is of 
limited assistance to the country. 

The second group it is safer to reject completely. A 
definite pulmonary tuberculosis in a young adult renders 
him unfit for service, even if the radiographic appearance 
Suggests arrest. 

The third group is the most difficult and must be divided 
into pleurisy with effusion and dry pleurisy. Each case 
must be considered on its merits, and the history may, 
of course, be false—a pneumonia, for instance, may be 
called pleurisy or the whole story may have been invented. 

Generally speaking, no one who has had a primary 
pleural effusion within six years should be passed for 
service over-seas. A dry pleurisy within the year also 
calls for caution, but dry pleurisies at any earlier date 
showing nothing on the film can be more lightly regarded. 
An old empyema needs individual consideration ; some of 
these cause no disability whatever. 

The difficulties are real ; nothing we can do will prevent 
occasional mistakes, but with co-cneration the number 
may be diminished. 


INDIVIDUAL PROTECTION FOR 
PRACTITIONERS 


At the annual general meeting of the London and Counties 
Medical Protection Society the president, Sir CUTHBERT 
WALLACE, said that in spite of the war the society continued 
to make progress. During the past year 1.162 new members 
had been elected, and of this number more than 800 had 
applied for membership within twelve months of registration. 
The society had been of help to Service members, advising 
in many matters of difficulty which arose during absence on 
war duty. One outstanding case fought during the year was 
that of Baker and Cookson ats. Nelson, in which it was 
successfully contended that the Public Authorities Protection 
Act could be applied in respect of a servant or employee 
of an authority. Although it had for a long time been con- 
sidered as law that if a public duty or act was performed 
in pursuance of a public authority, and was being carried 
out for that authority by a servant or agent, such servant 
or agent had the same right to the benefit of the Act as 
the authority would have. no decision had hitherto been 
obtained. In the case now decided the judge had stated that 
doctors were exercising what was really a public authority 
conferred on the council to provide and maintain a hospital, 
and were entitled to the same protection as the council itself. 

He referred regretfully to the losses sustained during the 
vear, especially in the death of Dr. C. M. Fegen, who for 
many years occupied executive positions in the society, and 
of Mr. A. T. Pitts and Mr. F. J. Steward, valued members of 
the council. 

The annual report of the Council, which was adopted at 
the meeting. pointed out that no matter to what branch of 
the profession a doctor belonged he was not immune from 
litigation on account of professional work, and doctors hold- 
ing Government or municipal service appointments should 
remember that they had as*much need of protection as those 
in general practice. It was added that during the year arrange- 
ments had been made to provide indemnity. on payment of 
an additional subscripuon, for members of the society residing 
over-seas. 
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_ STRENGTH OF RADIUM CONTAINERS 


We published on October 14, 1939 (p. 782) a preliminary 
memorandum on dangers of the dispersal of radium in 
wartime, written by A. R. Greatbatch, B.Sc., of the 
Research Department, Woolwich. The secretary of the 
Radium Commission has now received the following 
further communication from Mr. Greatbatch, dated 
June 20, 1940: 


A number of mild-steel containers of three-inch wall thick- 
ness constructed on the principle of my communication of 
October 3, 1939, have been tested under conditions in which 
a 500-Ilb. G.P. bomb was detonated in their immediate neigh- 
bourhood, the nearest being four feet away. 


All the containers were in the region of the blast effect, 
and all received hits from fragments of the bomb. All were 
damaged but none was shattered, and in no case was there 
any danger of the contents being dispersed outside the 
containers. 


The contents of all these containers have not yet been 
examined, but the results so far as they go are considered 
to be very satisfactory. 

A detailed report will be sent as soon as possible. 


Correspondence 


Treatment of Gas Gangrene 


Sik,—It seems important that the term “gas gangrene” 
should not be used loosely to include any case of gas in the 
tissues associated with infection and massive oedema, but 
should be confined to those cases which are due to infection 
by B. welchii, B. oedematiens, or Vibrion septique, or other 
pathogenic gas-forming organisms. 

In two recent issues (June 1, p. 908 ; June 22, p. 1033) letters 
have appeared in prominent positions under the headings of 
“Treatment of Gas Gangrene with Sulphapyridine” and 
“ Sulphapyridine for Gas Gangrene.” It would seem from 
reading these two letters that there is not sufficient evidence in 
them to show that sulphapyridine is of proved value in the 
treatment of gas gangrene. Dr. John D. Muir (June 22) makes 
no mention of bacteriological examinations, but from the 
description of the case it does not seem to be typical in any 
way of a B. welchii infection. At the large hospital of the 
Emergency Medical Service where I have been privileged to 
work since last September there have been many officers and 
men from Flanders and France who have had gas in the 
tissues, but in only a relatively few has there been the typical 
picture of gas gangrene and the B. welchii found. The other 
cases have done well with excision and laying open of the 
wound followed by secure immobilization. Dr. Muir points 
out the value of anti-gas-gangrene serum and sulphapyridine in 
his case ; but from the description of the clinical picture, and 
particularly from the fact that the general condition was good 
and the pulse rate not high, 1 venture to suggest that had he 
done no more than immobilize the limb, after opening up the 
wound, his patient would have made an excellent recovery 
and been spared the risk of such serious and unpleasant com- 
plications as anaphylactic shock, serum reactions, methaemo- 
globinaemia, and agranulocytosis. 

1 do not for one moment suggest that chemotherapy has 
no place in the treatment of gas gangrene, because I think 
it probably has, particularly since observing two civil cases 
of B. welchii infection treated with sulphanilamide in 1938 ; 
but it is too early yet to be definite. My real purpose in 


writing this letter is not to criticize reports of cases but to- 


make a plea that observations on cases reported in your 
columns should only be made when they have a scientific 
and accurate foundation. This is particularly important now 
that many “new” treatments may be tried on war casualties. 


Reports of single cases may be of great value, but if jq. 
founded conclusions are drawn from them by the. writer 
many readers are likely to be misled, and particularly those 
who have only time to glance through the titles and sum. 
maries. 

We all quite expect to find dogmatic and pseudo-scientific 
statements based on little evidence in the many patent mej. 
cine circulars which we put rapidly in the waste-paper basket 
(and so help Mr. Morrison's appeal for waste paper), but we 
only like sound and scientific writing in your Journal, which 
of recent years has reached such a high standard.-—I am, etc, 


London, W.1, June 22. JouN Hosrorp, M.S., F.R.C.S, 


Ligation of Arteries 


Sir,—I read with much concern your quotation of René 
Leriche’s opinion that in ligation of main arteries “it is pre- 
ferable to leave the vein intact and only infiltrate the sym- 
pathetic.” To one who witnessed in his cases the vastly 
improved prognosis for the vitality of the limb when, on Sir 
George Makins’s advice, the vein was tied simultaneously 
with the artery it seems deplorable that a surgeon of Leriche’s 
authority should be so greatly obsessed by the importance of 
the sympathetic as to question the advisability of a procedure 
which became axiomatic for the B.E.F. surgeon in 1917 and 
1918. 

A rereading of Makins’s Gunshot Injuries to the Blood 
Vessels will well repay any surgeon who may have to deal 
with such cases ; here it is statistically recorded that the inci- 
dence of gangrene was 28 per cent. where the artery alone 
was ligated, but reduced to 19.7 per cent. where the vein was 
also included in the ligature. A series of forty-two cases of 
secondary haemorrhage from those bugbears of the surgeon, 
the tibial arteries, compiled by the late H. F. Woolfenden and 
myself showed that arterial ligation alone was followed by 
96 per cent.- gangrene. while with arteriovenous ligation the 
gangrene incidence fell to 56 per cent. It should be noted 
that division of the vessel was a routine practice after ligation 
from the beginning of the war. I remember being advised to 
do this in September, 1914, and would inquire if this pro- 
cedure is sufficient to break the vasoconstriction of the sym- 
pathetic ; or is it seriously suggested that alcoholization of the 
cervical or lumbar sympathetic is advisable or feasible in 
cases of ligation of a main vessel in exsanguinated patients. 

Let us keep some sense of proportion between the academic 
and the practicable: the changing character of war seems to 
indicate that the lessons learnt in the casualty clearing stations 
and base hospitals of the last affair are likely to be of more 
value to us now than the more orthodox surgery of the home 
hospitals.—I am, ete., 


Newcastle-upon-Tyne, June 17. W. GRANT WAUGH. 


Treatment of War Hysteria 


Sir,—In his letter (May 18, p. 828) Sir Arthur Hurst raises 
the question of early treatment of functional disturbances by 
regimental medical officers. Permit me to record a _ few 
remarks in this connexion, based on my experience as a regi- 
mental medical officer since the outbreak of war. Authorities 
are agreed that the earlier these conditions are treated the 
better, but the average medical officer feels that he has neither 
the time nor the experience necessary to deal with them. He 
cannot be entirely blamed for this attitude. so long as the 
methods of treatment advocated appear to be complex, time- 
consuming, and mysterious. While it is recognized that many 
cases require expert treatment, nevertheless loss of efficiency 
and man-power results from delay in early treatment and the 
transference to hospital of the less severe cases. The import- 
ance of simple methods of treatment, therefore, cannot be 
over-stressed. 

I have seen during daily sick parades many patients exhibit- 
ing nervous symptoms due to fear, anxiety, or other mental 
factor. Certain states of dizziness, dyspepsia, cardiac pains, 
respiratory sickness, etc., are examples of disturbances occurring 
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jn young and otherwise healthy soldiers that can be fairly . 


easily recognized and treated by simple explanation and re- 
assurance. The method which I adopt when a functional state 
presents itself is to ask the man to-wait until the sick parade 
js over. Then I see him alone for a brief period. A word 
with the N.C.O. or the officer in charge will sometimes help 
to give a clue to the causal factor. 

The medical officer attached to a regiment soon gets to 
know his man and to distinguish the “ lead-swinger ” from the 
functional case. My colleagues and I, therefore, are in a 
position to prevent the development of many a_ budding 
neurosis, but it is necessary to be assured that simple and 
common-sense methods are of practical value.—I am, etc., 


F. L. MCLAUGHLIN, M.D., 


May 27. Regimental Medical Officer. 


Maintaining the Fowler Position 


Sin,—The reference by Dr. W. Reginald Wilson to “ posture 
on the stretcher ” (British Medical Journal, June 1, p. 895) is 
important. I have been teaching a simple and effective means 
of maintaining the Fowler position, as shown in the accom- 
pan\ing photographs. 


Every ambulance has two sets of Gooch splinting and 
Thomas suspension bars. The Gooch splinting is laid to pro- 
trude nine inches above the bar. There is a certain amount 
of spring in the splinting, which is not uncomfortable. To 
prevent slipping down a bandage is tied from the upper cross- 
limb of the bar to the patient’s trouser buttons or pinned to 
the underwear. This also serves the purpose of keeping the 
patient from falling sideways.—l am, etc., 


G. M. GIBSON, 


June 17. 
Squadron Leader, R.A.F. 


Light Armour in Modern Warfare 


Sirn,—Not yet being “the late Dr. Saleeby,” I can myself 
thank Mr. Kenneth Walker for his kind reference (June 15, 
p. 992) to my advocacy of the steel helmet in the Jast war. 

After the adoption of the helmet and the proof that it 
saved very many fatal and other casualties, 1 naturally set 
to work on the possibilities of light armour, especially for 
the heart. Mr. Winston Churchill being then Minister of 
Munitions, every facility was given me for experiment. Various 
types of armour were made, of the same manganese steel which 
had proved so efficient in the helmet; and here I was helped 
by Sir Robert Hadfield, the inventor of that kind of steel. 
But the disadvantage of weight seemed so formidable that 
recourse was had to materials which at first would seem 
to be quite useless. Experiment showed, however, that weight 
for weight the maximum protection was afforded by the 
superposition of numerous layers of very thin fabrics, after 
the traditional manner of the leaves of a Bible, carried over * 
the heart. The late (really late) Mr. Thomas Burberry, 
founder of the well-known firm, provided me with breast- 
plates made of numerous layers of the very fine Egyptian 
cotton, with very many threads per inch, used in his weather- 
proofs, and | had similar chest protectors made of very 
numerous layers of Japanese silk—* unloaded,” of course—that 
is, Not weighted, as so often, by the introduction of metallic 
substance. These devices provide an astonishing amount of 
protection in proportion to their weight, but | am not physicist 
enough to explain why they are so much more resistant than 
equal weights of similar materials made in a_ continuous 
fabric. 

Sir Alfred Keogh, then D.G.A.M.S., was much interested 
in these devices when I showed them to him, and sent me 
on with them to General Sir Neville Furse and other high 
Officers at the War: Office. In a lecture on “Saving the 
Soldier,” at the Royal Institution in 1917, 1 demonstrated . 
these kinds of armour, including many pierced by, or resisting, 
projectiles which we had fired at them, at various velocities, 
during our experiments under the Ministry of Munitions. The 
triumph of the newly invented tanks then seemed to make it 
unnecessary to proceed further. All this is recounted in my 
book, The Whole Armour of Man (Grant Richards, 1919). 

But to-day Mr. Kenneth Walker is surely right in his 
campaign. It is just possible that he may not be acquainted 
with the advantages of lamination, which we showed twenty- 
three years ago; that is why I have referred to them. It is 
doubtful whether the records of the Ministry of Munitions 
would be available after all these years, but I have all the 
apparatus, steel, and fabric with which I then worked, and 
it is all very much at Mr. Walker’s disposal for observation 
and comparison if he cares. Probably, however, he is far 
in advance of my efforts already, especially since he refers to 
new and more efficient forms of steel—I am, etc., 


C. W. SALEEBY, M.D., F.R.S.E. 
Royal Institution, London, W.1, June 21. 


** We offer sincere apologies to Dr. Saleeby for referring 
to him as the late.”-—Ep., B.M.J. 


Refrigeration and Hibernation Treatment 
of Cancer 


Sin,—Your interesting leading article (June 15, p. 979) on 
the work by Fay and Henny of Philadelphia in the refrigera- 
tion treatment of cancer did not refer to another aspect of 
their study, which was obtained by x-ray treatment of the 
pituitary, thyroid, and gonads, leading to a fall in the basal 
metabolism and a state of partial “hibernation.” Their 
figures 10 and 17 and 18 show the fall in surface temperature 
after irradiation of the three endocrine glands in advanced 
cancer cases. 

X-ray treatment of the ovaries has been advocated and 
practised for many years by some, especially in breast cancer, 
following the results of Beatson with odphorectomy in cancer 
long ago. Certainly in some instances the artificial meno- 
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pause appears to lead to regression of breast cancer. The 
thyroid is a difficult problem in this connexion, as, while myx- 
oedema seems in some cases rather to predispose to malignant 
disease, | have had several patients with breast cancer who 
suffered from active hyperthyroidism as well. Also some have 
reported apparent benefit in cancer with thyroid medication. 

The pituitary is a more certain field for irradiation in cancer, 
with some likelihood of benefit. Whether as a result or cause 
it has been found to be hyperplastic in a large proportion of 
cancer patients, and some experimental work suggests ablation 
of it lessens the neoplastic result of tar painting or other car- 
cinogenic agents. About 2,000 cancer patients treated with 
radiotherapy have had additional pituitary x-ray treatment, as 
reported by Voltz, but the controls were not clearly studied 
and the results were indecisive. The subject has been 
stimulated by the case of advanced malignant melanoma re- 
ported by Wigby and Metz (Amer. J. Roentgenol., 1939, 41, 
415), which showed marked regression following some spleen- 
extract treatment (which seemed of no avail) and then x-ray 
treatment to the pituitary (each of three portals up to 1,560 r 
skin dose). They point out that in amphibia and fishes the 
pituitary is the origin of the hormone for melanophore 
activity, hence their attempt to influence melanoma. 

Pituitary x-ray treatment and the _ three-endocrine-gland 
* hibernation” principle of Fay and Henny both seem worthy 
of further studies in cancer.—I am, etc., 

London, W., June 22. J. H. DouGLas WEBSTER. 


Low-temperature Treatment of Cancer 


Sir,—The editorial in the Journal of June 15 (p. 979) on 
the now popular “ hibernation” or “frozen sleep” treatment 
of cancer fails to mention the report published in the U.S.A. 
on April 20 by the International Cancer Research Foundation. 
This states that experiments carried out on mice were very 
discouraging and no permanent effect was obtained. While 
Professor Fay and his colleagues claim nothing extravagant 
and make their chief point the relief of pain in incurable cases 
it is only by stressing the limitations of the treatment that 
public and Press enthusiasm can be kept within reasonable 
bounds.—I am, etc., 


London, W.1, June 17. REYNOLD H. Boyp. 


T.A.B. Vaccine in Gonorrhoea- 


Sik,—It is with keen interest that I have followed the recent 
literature on the treatment of gonorrhoea by sulphanilamide 
and sulphapyridine, after my publication in the Lancet of 
September 28, 1935, of the treatment of fresh cases of gonor- 
rhoea by T.A.B. vaccine. I undertook this method of treat- 
ment on British soldiers when I was a medical officer in 
charge of the venereal ward of a military hospital in India. In 
a series of about thirty cases, civil and military, I had no 
relapses up to a period of six months, when, having been 
transferred to another appointment, I lost sight of these cases. 
I treated a few cases privately in my next appointment with 
equal successes, two of the patients being women. 


The striking results noted were the cessation of the dis- . 


charge, usually by the fourth or fifth day ; the disappearance 
of the gonococci after the effects of the first injection had 
worn off, usually the second or third day; the complete 
absence of toxic effects; and the “cure” of the patient, 
usually the tenth day. As against sulphonamides, the treat- 
ment is cheaper, and “return cases” were nil.—I am, etc., 
Maltby, June 16. A. H. BarTLey. 


The Use of Ergot 


Sir,—With the present shortage of ergot I think everybody 
will agree with your annotation in the Journal of June 15 
(p. 980) advocating taking care of what we have got and only 
using it for cases that really need it. I think, however, the 
annotation might have gone further and suggested a radical 
change in its use in obstetrics. 

It is doubtful whether ergot has any real value in subinvolu- 
tion of the uterus, and even if it has it certainly is unnecessary 


‘military duty as an administrative officer. 


to give ergot for several days after delivery. Ergot is essen. 
ally a drug to be used to secure the rapid contraction of the 
uterus after delivery, and therefore its great use is for haemor. 
thage or threatened haemorrhage. Such being the case, when 
ergot is wanted a quick action is necessary, and therefore the 
suggestion of going back to the old dry extract given in q 
capsule seems altogether wrong. It takes anywhere up to 
twenty minutes for the liquid extract to act, and in my experj- 
ence the dry extract in a capsule almost invariably takes 
longer. A more rational use of ergot, therefore, is to employ 
it in the form of its active principle, ergometrine, or the 
ergometrine salt, and if a continued action later is wanted ergo- 
toxine ethanesulphonate can be used. In my experience, how- 
ever, the latter is rarely required. 

Your annotation mentions that ergot is useless in non- 
uterine haemorrhage. May I point out also that ergot has 
no effect at all on even uterine bleeding if due to such causes 
as fibroids. Ergot preparations may have a slight influence on 
the non-pregnant uterus due to the ergotamine portion, but 


for practical purposes ergot can be regarded as having no | 


effect on the non-pregnant uterus and therefore on any forms 
of haemorrhage occurring in such an organ. Even in the cas¢ 
of the pregnant uterus the efficiency of ergot is very much less 
before labour.—I am, etc., 


Lancaster, June 18. E. Howes, 


Trench Nephritis 


Sir,—Your excellent and useful article on trench nephritis 
in your issue of June 15 is marred by one sentence—namely, 
“ Treatment must therefore be directed to bringing down the 
blood pressure as soon as possible so that the kidney does not 
remain in an ischaemic state.” Treatment, as is advised under 
your heading “Essential Features of the Disease,” should be 
directed to the ischaemic state, as according to Volhard and 
other leading authorities it is the ischaemic state which is 
responsible for the high blood pressure, the ischaemic kidneys 
possibly pouring “renin ” into the circulation and thus increas- 
ing the arterial peripheral resistance. It is dangerous to em- 
phasize in treatment the lowering of the blood pressure, as 
such emphasis might tempt one to concentrate upon this point, 


_and use drugs and diet not only useless but dangerous. As 


noted above, your treatment is correct because it deals with 
the kidney, and leaves the blood pressure to be cured by 
curing the kidney. 

The attention of those obstetric specialists who treat the 
high blood pressure and the albuminuria of pregnancy by the 
induction of premature labour might well be directed to this 
article ; it might be the means of saving not a few poor infants 
from whom they withhold the woes of this world.—I am, etc., 

Tain, Ross-shire, June 16. ENEAS K. MACKENZIE. 
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AWARD FOR BRAVERY 


Among the immediate awards by Viscount Gort, Com- 
mander-in-Chief, B.E.F., announced on June 19 is that of the 
Military Cross to Lieutenant J. G. Lorp, R.A.M.C.: ‘“ When 
one of our anti-tank guns was in action near his aid post 
engaging advancing enemy tanks he attended to each casualty 
at the gun position as it occurred under heavy fire.” 


DEATHS IN THE SERVICES 


Colonel JosePpH KINNEAR CLOSE, I.M.S. (ret.), died at 
Wimbledon on May 29 aged 75. He was born on Decem- 
ber 22, 1864, the son of the Rev. William Close of Carrick- 
fergus, and was educated at Queen’s College, Belfast, graduating 
M.D., M.Ch., and M.A.O. of the Royal University of Ireland 
in 1886. Entering the Indian Medical Service as surgeon on 
October 1, 1887, he became colonel on August 15, 1918, and 
retired on November 9, 1922. After twelve years’ military 


service he entered civil employ in the United Provinces in — 


1899. He held the important civil surgeoncies of Benares in 
1910-11, then of Allahabad, 1911-18, when he reverted to 
In March, 1920, 
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he was appointed inspector-general of hospitals in the United 
‘Provinces, and held that post until his retirement. He was 
appointed Honorary Surgeon to the King on September 29, 
1920. He served on the North-East Frontier of India in 
the Sikkim campaign of 1888 (medal with clasp) and in the 
Manipur campaign of 1891 (clasp). He had been a member 
of the British Medical Association since 1888. 


Obituary 


SIR GEORGE BERRY, LL.D., F.R.C.S.Ed. 
-Consulting Ophthalmic Surgeon, Edinburgh Royal Infirmary 


Sir George Andreas Berry, who died at his residence 
at North Berwick on June 18 in his eighty-seventh year, 
was the eldest son of Walter Berry of Glenstriven, Argyll- 
shire. Born in 1853, he was educated at Marlborough and 
at Edinburgh. He studied mathematics under Professor 
Tait, and became one of the six members of Tait’s senior 
class, where he developed his remarkable knowledge of 
this subject. He graduated M.B., C.M.Ed. in 1876. In 


1881 he became a Fellow of the Royal College of Surgeons 
of Edinburgh. 

Before beginning practice George Berry prosecuted his 
special studies in ophthalmology for some years in various 
universities and hospitals. 


In Copenhagen he worked 
with his distinguished uncle, 
Professor Hansen Grut, who 
later became Bowman 
Lecturer of the Ophthalmo- 
logical Society of the United 
Kingdom in 1889, and for 
whom he retained throughout 
his life the greatest admira- 
tion and regard. He also 
studied in France, Austria, 
Germany, and Holland at 
this period of his career. 
While he resident 
house-surgeon at Moorfields 
Eye Hospital, London, in 
1878-9 Berry was one of the 
moving spirits in the forma- 
tion of the Ophthalmological 
Society of the United King- 
dom, which was founded in 1880. Throughout his life- 
time he took the greatest interest in this society, of which 
he was an original member. 

While still a comparatively young man he was recog- 
nized as an authority in ophthalmology, and enjoyed a 
high reputation on the Continent and in America, as well 
as at home. He was the author of a textbook entitled 
Diseases of the Eye—A Practical Treatise for Students of 
Ophthalmology. This textbook was referred to by many 
of the leading Continental professors of ophthalmology as 
being not only an exhaustive treatise but also distinguished 
by many original observations and ideas. It was widely 
used as a standard work for many years after its publica- 
tion. The second edition appeared in 1893. He dedicated 
his book to Edmund Hansen Grut, M.D., Professor of 
Ophthalmology in the University of Copenhagen. The 
terms of this dedication show the keen appreciation, the 
enthusiasm, and the loyalty which were essentially charac- 
teristic of Berry. All his assistants and many others who 
had the privilege to know him recognized the magnetism 
of his personality, the strength of his intellect, and his 
independent and original type of mind. Two monographs 


from his pen were also much appreciated and widely 
used: Subjective Symptoms in Eye Disease and Oph- 
thalmoscopic Diagnosis. That on subjective symptoms, 
published in 1886, was especially interesting and character- 
istic. His interest in, and remarkable knowledge of, the 
significance of subjective symptoms in the early diagnosis 
of disease proved of great value in his clinical work and 
teaching, which was not only instructive to all, but stimu- 
Jating and inspiring to his senior students and assistants. 


He was a well-known figure at the meetings of the Oph- 
thalmological Society of the United Kingdom, and was a 
member of council from 1889 to 1892; vice-president from 
1895 to 1898; and president 1909-11. In 1917 the society 
paid him the highest honour by electing him to be Bowman 
Lecturer. His important contributions in discussion and _ his 
able and numerous papers which appeared in the society’s 
Transactions, and also elsewhere, are evidence alike of his 
ability and of the lively interest which he always took in the 
advance of ophthalmology and in the welfare and work of 
the society. He was a member of the B.M.A. for many 
years. He was awarded the. Middlemore Prize in 1886, and 
was vice-president of the Section of Ophthalmology in 1889 
and 1898, and president in 1905. 

Berry served on the staff of the eye department of the Royal 
Infirmary, Edinburgh, for twenty-three years, and retired from 
the position of senior surgeon of the department in 1905. As 
lecturer on diseases of the eye in the Edinburgh University 
many students passed through his hands, not a few of whom 
have obtained distinction as oculists at home and in the 
Dominions. 

He was a Fellow of the Royal Society of Edinburgh ; 
Honorary Fellow of the Royal Academy of Medicine of 
Ireland ; President of the Royal College of Surgeons of Edin- 
burgh from 1910 to 1912; and a manager of the Royal 
Infirmary. During the last war he established and conducted 
the ophthalmic department of the Second Scottish General 
Hospital, Edinburgh. He was appointed Honorary Surgeon 
Oculist in Scotland to H.M. King Edward VII and to H.M. 
King George V. and in 1916 the honour of knighthood was 
conferred upon him. From 1922 to 1931 he was Member 
of Parliament (Conservative) for the Scottish Universities, 
at the end of which period he received the honorary LL.D. 
of Edinburgh University. 

Sir George Berry was a man of remarkable ability. 
Physically vigorous, he enjoyed outdoor sports—especially 
golf and angling. He was much interested in music, and 
played the ‘cello. He took a prominent part in relation to 
the foundation of the Reid Chair of Music in the University 
of Edinburgh. His great interest in mathematics was abun- 
dantly shown in his textbook and in his contributions to this 
subject. He possessed a remarkable acquaintance with 
modern languages, and especially with the less generally known 
Norse tongues, with which he had become familiar in early 
life. His brightness of mind, scientific imagination, and 
high and varied attainments were fully recognized and highly 
valued by his colleagues, and he was much beloved by a wide 
circle of friends. 

When he retired from a long life of high attainment and 
great activity he resided at North Berwick, where he had built 
a house and laid out an excellent garden, in which he took 
great pleasure. He married in 1883 Agnes Jean, daughter of 
the late Sir William Muir, K.C.S.1., by whom he was pre- 
deceased, and is survived by three daughters. 

A. H.-H, S. 

[The photograph reproduced is by Elliott and Fry, Ltd.] 


Dr. Davin GLENN ROULSTON died at the Queen Elizabeth 
Hospital. Birmingham, on March 26 from epidemic meningitis, 
at the age of 42. He was educated at Foyle College, Derry, 
and Queen’s University, Belfast, where he graduated M.B., 
B.Ch. in 1919, and carried on a very large practice at Langley 
Green, on the outskirts of Birmingham. His premature death 
deprives the profession of a gifted practitioner, and his friends 
of a good sportsman and a singularly lovable character. 
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R. FORTESCUE FOX, M.D., F.R.C.P.. 


Hon. President, Ligue Internationale contre le Rhumatisme 


Robert Fortescue Fox, who died in London on June 15, 
was born on December 24, 1858, the youngest of the 
seven sons, all of whom entered the medical profession, 
of Joseph John Fox, a surgeon in Stoke Newington, 
sprung from a well-known medical stock in the West 
of England, and Sarah Angell Allen, both members of 
the Society of Friends. An elder brother, Richard 
Hingston Fox (1853-1924), also a Fellow of the Royal 
College of Physicians of London, was distinguished as a 
medical historian of the 
Hunterian Society and 
author of Dr. John Fother- 
gill and His Friends. 
Fortescue Fox entered the 
medical school of the London 
Hospital in October, 1878, 
and was a very successful 
student ; in 1882 he took the 
L.S.A. and M.R.C.S., then 
the usual qualification for 
general practitioners in 
England @nd Wales, and in 
1884 gained the gold medal 
in medicine at the M.B. 
Lond., proceeding to the 
M.D. in 1886. About 1884, 
on the advice of Sir Andrew 
Clark, under whom he had 
worked, he started practice at Strathpeffer in Ross-shire, 
then a little-known spa but afterwards more generally 
recognized, and in this his handbook and guide, Srrath- 
peffer Spa, Its Climate and Waters (1887 and 1889), may 
well have played a part. In 1893 he became a member 
of the Royal College of Physicians of London, being 
elected to the Fellowship in 1925. In 1894 he had an 
address in London “ for letters ” from November to May, 
and in 1905 lived entirely in London. There he eventually 
followed the late Sir Hermann Weber, who retired from 
practice in 1903, as an authority on spa treatment. With 
experience gathered from much European travel and 
during and after the Jast war, Fortescue Fox was especi- 
ally active in the treatment of ex-Service men, and 
in the physical treatment of chronic arthritic complaints. 
He was honorary president with Lady Aberdeen and Pro- 
fessor F. Bezancgon of Paris of the Ligue Internationale 
contre le Rhumatisme and was the founder and editor of 
the Archives of the International Society of Medical Hydro- 
logy. In his time he held many organizing and official 
posts, such as medical director of the Enham Village 
Centre for Disabled Ex-Service Men, honorary physician 
to the Red Cross clinic for disabled officers in London, 
president and treasurer of the British Balneological and 
Climatological Society, president of the Hunterian Society 
(1922), president of the Section of Hydrology and Climato- 
logy at the Annual Meeting of the British Medical Asso- 
ciation at Eastbourne in 1931, and vice-president of the 
Section of Physical Medicine at the Centenary Meeting 
in London, 1932. From 1919 he was responsible for 
the account of “ Health Resorts ’’ in the Medical Directory, 
until it was expanded under his editorship into the Hand- 
book of the British Health Resorts Association. . Besides 
much editorial work he brought out a number of books, 
such as the Principles and Practice of Medical Hydrology 
(1913) and Outlines of Medical Hydrology (1924), Physical 
Remedies for Disabled Soldiers (editor, 1917), and The 


Causation and Treatment of Chronic Rheumatism with 
J. van Breemen of Amsterdam (1934). ; 

He was a Fellow of the Royal Meteorological Society, 
had interests, such as archaeology, outside his profession, 
and published anonymously about 1912 Time and the 
Timeless, a book of verse. Two daughters and his 
youngest son, Dr. T. F. Fox, assistant editor of the Lancer, 
survive him ; his second son was killed in action in 1945, 
His ashes were laid in the Friends’ Burial Ground at 
Jordans on June 22. 


’ Sir Humphry Rolleston writes: 


This seventh son, a position in his family once believed 
to have a mysterious significance, and I knew each other 
from the early years of this century, and he was in some 
respects a remarkable figure, though perhaps more generally 


recognized abroad than in his own country. He was a gentle, , 


though persistent, pioneer of physiotherapy and spa treatment, 
persuasive by his conviction rather than dictatorial ; his appeal 
lay in his absolute sincerity and probably often aroused an 
almost unconscious sympathy with his pathetic frailty. His 
deep interest in spas and physical medicine led him to urge 
the establishment of a university chair in this country for 
the subjects he had so much at heart, but without success. 
Active to the very last, he recently advocated a programme 
for a committee for research on delicate children at the 
seaside ; on the day of his death a letter from him appeared 
in the Times on the need for a properly organized system of 
physical treatment for the troops. He never spared himself; 
he sat out long and tiring committees which deafness must 
have made particularly difficult, and undertook tasks such as 
asking for financial help on behalf of good causes. 


FREDERICK O’KINEALY, C.LE., C.V.O. 
Lieutenant-Colonel I.M.S. (ret.) 


We regret to record that Lieutenant-Colonel Frederick 
O’Kinealy, Bengal Medical Service (ret.), died after a 


short illness at Torquay on June 5, aged 74. He was well | 


known to many members of the British Medical Associa- 
tion and to all at headquarters. 


He was born on August 19, 1865, the son of the late 
Justice O’Kinealy of the Bengal Civil Service and High Court 
of Judicature, Calcutta, educated at Beaumont College 
and at Bart’s, and took the M.R.C.S., L.R.C.P.Lond. in 
1888. He entered the I.M.S. on January 31, 1891, gaining the 
prize for pathology at the Army Medical School, Netley, 
became lieutenant-colonel after twenty years’ service, and 
retired on October 1, 1922. He served in the North-West 
Frontier campaign of 1897-8 in Tirah, gaining the Indian 
frontier medal with two clasps. Almost all of his service, 
however, was spent in civil employ in Bengal ; after two years’ 
military duty he was appointed resident surgeon of the Medical 
College Hospital, Calcutta, in 1893. In June, 1898, he became 
second, and later first, resident surgeon of the Presidency 
European General Hospital, Calcutta, and in April, 1912, 
surgeon superintendent of that hospital, one of the best 
medical appointments in India. He held that post till his 
retirement, except for acting for six months as Inspector- 
General of Civil Hospitals, Bengal, towards the end of his 
service. In November, 1910, he was appointed honorary 
surgeon to the Viceroy. On June 1, 1921, he got the C.LE. 
In 1921 he was appointed medical officer to the Prince of 
Wales, afterwards H.M. King Edward VIII, during his term 
in India, and received the C.V.O. on March 16, 1922. 


O’Kinealy had the reputation in India of being a first-rate 
all-round man professionally, and a skilful surgeon, his special 
bent being ophthalmic surgery. He was usually supposed to 
know more about the eye than any other man in Bengal. 
though there were more dexterous cataract extractors. He 
was well known to, and highly popular in, Calcutta society, 
and was well liked by all, both English and Indians. After 
his retirement he started in London, in Queen Anne Street, 
as a consultant in ophthalmic surgery and in tropical diseases, 
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and had a considerable success, chiefly among those who had 
served in the East. He was medical adviser to several large 
mercantile houses which had important interests in India, and 
was for a time a member of the Appeal Medical Board of the 
India Office. He had a liking for and aptitude for public 
service Of various kinds, and did a great deal for the British 
Medical Association, which he joined in 1889, over half a 
century ago. He sat on the Council of the Association for 
over ten years, from 1924 to 1935, first as representative of 
the 1.M.S., and after expiry of his tenure as such as an elected 
member for various Indian Branches. He did good service on 
many committees: on the Naval and Military Committee from 
1924 to 1934, on the Committee of the Royal Commission on 
the Superior Public Services in India from 1924 to 1936, on 
the Dominions Committee from 1930 to 1935, on the Sub- 
committee on the Relation of the Association to the Medical 
Profession in India from 1931 to 1935, on the Committee on 
the India Round Table Conference in 1932-3, and on the 
€ommittee for the Indian Medical Service from 1933 to 1935. 
In a different sphere he was for ten years a member of the 


sommittee of the Oriental Club, to which he belonged for over ° 


twenty years. 

In 1900 he married Helen Mabel, daughter of the Rev. 
A. G. Trevor. She died nearly three .years ago, and her 
husband was completely broken in health and spirit by her 
death, having been in failing health ever since. He leaves a 
son and a daughter, also many friends who will heartily regret 
a loyal friend and a genial companion. He was a first-rate 
specimen of the best type of southern Irishman. 


A. R. D. PATTISON, F.R.CS. 


Neurological Surgeon, Newcastle General Hospital 


Mr. Alfred Richard Denis Pattison, the well-known neuro- 
logical surgeon, died on June 7 at the early age of 37. 
He was educated at Durham School and studied medi- 
cine at Neweasile-upon-Tyne. After graduating M.B., 
B.S. at Durham University in 1929 and taking the 
F.R.C.S.Eng. he was awarded the Rutherford Morison 
travelling scholarship and acted for a year as resident 
surgical assistant to Harvey Cushing at the Peter Bent 
Brigham Hospital, Boston, Massachusetts. He had held 
the posts of resident medical officer and surgical regis- 
trar at the Royal Victoria Infirmary at Newcastle, 
and was appointed consulting neurological surgeon 
to the Royal Infirmary and Children’s Hospital, Sunder- 
land, and neurological surgeon to the Newcastle General 
Hospital, where he established the neurosurgical clinic 
which became the chief centre of his activities in the 
North-East of England. He held a Hunterian professor- 
ship of the Royal College of Surgeons of England in 1937, 
and his lecture on the surgical treatment of pituitary 


basophilism (Cushing’s disease) is the most important. 


publication on this subject that has yet appeared. 
Professor Geoffrey Jefferson writes: 


The death of A. R. D. Pattison robs not only the Society 
of British Neurological Surgeons but England itself of a 
singularly talented and thoughtful surgeon in all the fullness 
of youth. We knew him as a man of inventiveness and 
courage, of wide culture and good humour. Physical disabili- 
ties often seem to be a positive asset provided that the mental 
qualities are there and the moral fibre tough enough. This 
was abundantly true in Pattison’s case. He’ was always im- 
pressive in his clarity of thought, and equally so in its ex- 
pression. All his publications showed his mental integrity 
and proved obliquely his skill as a craftsman. In creating an 
important neurosurgical centre where none was before he will 
be deservedly remembered. Pioneers like Pattison must have 
qualities of originality ; they must often be rebels against con- 
ventional thought ; they bring convergently to a focal point the 
wandering desires and half-realized needs of others. We must 
praise him for this and realize how great must be the loss to 
his School, of whose distinguished sons he has proved himself 
to be a worthy companion. 


Dr. ALEX. CAMPBELL MORRISON, who died at the age of 79 
in Edinburgh, where he retired ten years ago, was in practice 
in the colliery district of Larkhall, in Lanarkshire, for nearly 
forty years. He graduated M.B., C.M. at Glasgow University 
over fifty years ago. He was a son of Mr. Alexander Morrison 
of Kinloid in Inverness-shire, and a grand-nephew of Surgeon 
General Alexander Morrison, Inspector-General of Hospitals, 
India, who in 1827 was Physician in Ordinary to the House- 
hold of H.R.H. the Duke of York, and Physician Extraordinary 
to H.R.H. Prince Leopold of Saxe-Coburg. For two hundred 


’ years the eldest son in each succeeding generation of the 


family has been an officer in the Army. Dr. Morrison was a 
perfervid Highlander, with a great love and knowledge of 
Celtic literature and music and of Highland customs, lore, 
and tradition. He was the author of several beautiful Gaelic 
poems, and other verses in the Doric of a humorous and pawky 
character, which show keen observation and knowledge of 
human nature. Perhaps the best of the latter were those 
describing in a very vivid and whimsical way the daily routine, 
trials, and vexations of a country doctor’s life. He was no 
mean performer on the pipes, and many years ago acted as 
judge at pipe competitions. Dr. Morrison was devoted to his 
profession and was very proud of his wonderfully successful 
maternity record. He was a very fine example of the best 
type of Scottish G.P., beloved and respected by his patients and 
greatly esteemed by all in the district. He had been a member 
of the British Medical Association for thirty years. 
D. D. L. 


Universities and 


UNIVERSITY OF OXFORD 


In Congregation on June 20 the degree of Doctor of Medicine 
was conferred in absence on R. G. MacGregor. 


UNIVERSITY OF CAMBRIDGE 


The Committee for Medical Radiology and Electrology has 
fixed dates for the D.M.R. and E. examinations in 194] as 
follows: Part 1, February 11; July 9. Part II, July 8: 
October 7. 


The following candidates have been approved at the 
examination indicated: 

Finat M.B.—Part I (Surgery, Midwifery, and Gynaecology): 
H. J. Anderson, O. B. Appleyard, W. D. Arthur, L. J. Bendit, 
R. G. Benians, A. P. Bentall, P. T. Boyle, B. N. Brooke, H. T. 
Calvert, H. D. L. Campion, R. L. Canney, O. Clarke, R. Crawford, 
Poy: Crowley, G. E. H. Enderby, G. G. France, R. Friedman, 
P. Haden, J. S. Hesketh, E. V. Hope, E. W. Hyde, D. M. Jackson, 
E. S: Jackson, Jones-Davies, R. K. I. Kennedy, D. Laing, 
J. J. Landon, J. M. Lipscomb, A. G. G. Long, I. B. Mackay, 
>: He Manson- Bahr, P. F. Milling, H. V. Morgan, M. C. Mundle, 
W. H. Parkinson, I. F. Paxton, A. D. Payne, P. E. Perceval, 
F. T. G. Prunty, A. H. Rea, L. Read, S. R. Reynolds, R. D. S. 
Rhys-Lewis, T. W. Rowntree, R. A. Shooter, L. W. Smith, C. S. N. 
Swan, L. R. S. Taylor, R. M. Todd, D. N. White, C. F. H. Wiessner, 
J. M. Willcox, T. N. P. Wilton, C. H. Wood, F. J. Y. Wood, 
D. G. Wraith. Women: N. G. Clegg, J. Gibbon Davies, P. G. 
Holman, E. Rhodes, R. M. Stevenson. 

Finat M.B.—Part II (Principles and Practice of Physic, Pathology, 
and Pharmacology): H. J. Anderson, G. A. Ballance, R. G. Benians, 
L. B. G. Bennett, H. T. Calvert, J. A. Campbell, J. Me K. Campbell, 
= L. Canney, G. K. F. Cohen, R. V. Dent, W. B. Dickinson, 

G. Farr, R. Friedman, G. S. Gladstone, S. An Gold, Lied: SS 
Gregory P. Haden, M. H. K. Haggie, R. T. Hastings-James, 
C. Howard, J. H. Humphrey, R. R. Hunter, R. C. Jack, P. G. 
Jefiries, E. E. Jones, J. H. Keesey, T. A. Kemp, J. D. Kidd, 

Jy ‘Laws, J. ALN. Lock, A: G.-G. Long, B.C. Luker; 
. H. Manson-Bahr, J. M. Marchant, R. S. Monro, H. V. Morgan, 
J. Moss-Blundell, J. M. Mungavin, B. F. H. Parker-Wood, 
}. F. Paxton, A. D. Payne, A. G. Porter, W. L. Price, J. M. Pullan, 
. Rabinowitz, D. Scott, P. G.. Seed, R. A. Shooter, J. F. Smith, 
Wz Smith, N. Southwell, GE: Spear, G. E. Stein, J. R. Tasker, 
S. Taylor, G. T. G. Thomas, R. M. Todd, P. D. Trevor 

G.-C, a H. H. Wolff, M. W. W. Wood. Women: 
H. Beattie, M. K. Cole, J. Gibbon Davies, M. C. Simpson, 
Thompson. 


° 
“ine 


UNIVERSITY OF LONDON 
At a meeting of the Senate held on June 19 Professor Frank 
Horton. D.Sc., F.R.S., was re-elected Vice-Chancellor for the 
vear 1940-1. and Professor D. Hughes Parry, LL.M.. was 
appointed Deputy Vice-Chancellor for the same period. The 
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Tropical Medicine. 


UNIVERSITY OF BRISTOL 


The following candidates have been approved at the examina- 


tions indicated: 


Finat M.B., Cu.B.—' *T. J. Butler, D. L. Bayley, *R. G. Boyd, 
P. Jacobs, Marjorie Organ, R. W. Orton, Patricia M. Simpson, 
J. J. de S. Snijman, *Barbara F. Thomas, ‘Joan Threadgold, *G. H. 
Tovey, D. N. Walder, L. Willoughby. Jn Group I only: Winifred M. 
Curgenven-Robinson, Clara J. Fraser, J. K. Lewis, J. B. Tucker. 
In Group II only: G. H. Hervey, J. W. J. Newton, D. A. Squire. 

* With second-class honours. : 

* With distinction in forensic medicine and toxicology. 
* With distinction in surgery. 

‘ With distinction in public health. 


UNIVERSITY OF WALES 


WELSH NATIONAL SCHOOL OF MEDICINE 


The following candidates have satisfied the examiners at the 
examination indicated: 


M.B., B.Cu.—Obstetrics and Gynaecology: Enid Curran, J. D. 


David, N. E. France (with distinction), Vera Harris, Margaret W. 
Hughes, D. F. V. Johnston, W. M. Jones, Gwenllian M. Lewis, 
J. Lewis, J. W. Morgan, Monica Parry-Morton, D. K. W. Picken, 
J. B. Randell, H. I. Rees, Nest G. Richards, Barbara C. Roberts, 
Erica M. G. H. Roberts, J. H. Stranger, E. R. Treasure, Margaret 
R. Wade, K. M. Wheeler, J. Williams, O. Williams. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 
On June 20 Sir Walter Langdon-Brown, M.D., F.R.C.P., 
emeritus professor of physic, University of Cambridge, was 
formally admitted to the Honorary Fellowship of the Royal 
College of Physicians of Ireland, and gave an address on 
“The Origin and Purport of Universities.” The President, 
Dr. William Boxwell, was in the chair, and the Registrar, 
Dr. Percy Kirkpatrick, made the speech of presentation. 


Medical Notes in Parliament 


= 


Hospital Services in Scotland 
During a debate on the Civil Estimates for the Department 
of Health for Scotland on June 18 Mr. ERNEST BROWN said 
that the hospital accommodation required for civilian casualties 
and for sick and wounded from the armed Forces 
was being found by building new hospitals and annexes to 
existing hospitals, by the conversion of large mental institu- 
tions, hotels, and other buildings, and by adapting large private 
houses. Altogether 25,000 casualty beds were now ready; 
another 6,000 or more would be ready within the next two or 
three weeks, and strenuous efforts were being made to complete 
the whole programme with the utmost dispatch. Arrange- 
ments had also been made for “ special units” to be set aside, 
including units for brain surgery, for occupational therapy, 
and for ophthalmic, orthopaedic, thoracic, and mental cases. 
In addition, facilities were being provided for physiotherapy 
at all the important base hospitals. Instructions were being 
given to all hospitals to ensure that appropriate cases would 
be transferred as soon as possible to the special unit. The 
Ministry had taken the necessary steps to ensure that the 
specialist and other medical teams would be adequate to any 
calls made on them. Nursing staffs were being recruited 
widely. Recent appeals had stimulated the flow of nurses 
to the Service. More nurses and nursing auxiliaries, who were 
prepared for whole-time mobile service anywhere in the 
country, would be needed. Some of the hospitals would be 
directly administered by the Department of Health, ‘and to 
assist the ‘Department a Hospitals Advisory Committee, under 
the chairmanship of Sir John Fraser, had been set up. A 
number of eminent physicians and surgeons also were giving 
their services, without payment, as consultants to the Depart- 
ment. Their advice and assistance gave the Department 
confidence in thinking that when the testing time came our 
emergency hospital scheme would be equal to the strain that 
would be imposed on it. The ancillary services, such as 
blood transfusion, bacteriological services, and others, were 
also receiving attention. 


degree of D.Sc. was conferred upon Miss Phyllis A. Clapham, 
an internal student of the London School of Hygiene and 


The evacuation scheme was reviewed daily, Mr. Bro 


continued, and adaptations had been made in the light of th | 
circumstances of the day; other alterations might becom — 


necessary. They were ready for events, and he was satisfieg 
that the new plan could be put into operation at the shortey 
notice. Everything was being done to ensure the sound 
physical condition of the children on evacuation. For several 
months now there had been extensive inspection of the schoo} 
children in the evacuation areas; if defective conditions were 
discovered at the last moment the worst of these would be 
dealt with at clearing houses that were being set up on the 


outskirts of the evacuation areas. In addition, the receiving 
authorities were setting up clearing houses through which any 


minor or doubtful cases could be passed. Camps and hostels 


were being used to supplement billeting in private houses, 


Five camps had been provided in Scotland ; three were already 
occupied, another wou!d be occupied in a day or two, and 


the fifth would be ready for occupation: within a few weeks, . 


The Department was doing everything possible to encourage 


the teaching of first-aid in schools, and to facilitate training 


for the nursing profession. 


Earlier in his review Mr. Brown had said that 1939 was — 
a healthy year. The general death rate was slightly higher | 
than that for 1938—12.9 per 1,000, compared with 12.6—but 
the increase in deaths was mainly among the old people; the 


average age of the population was rapidly increasing, and 
there was a great saving of life among the young. The infant 
death rate touched a new low record—69 per 1,000. The 
maternal death rate was the lowest recorded—4.3 per 1,000 
total births. In 1939 deaths from pregnancy and childbirth 
were 390, compared with 432 in the previous year. 


Day Nurseries for Industrial Areas 


On June 18 Mr. D. Apams asked the President of the Board 
of Education whether, in view of the heavy increase of the 
infant mortality rates in industrial areas during the last war, 
he would take immediate steps to secure the setting up of 
nursery schools throughout the country. Mr. RAMSBOTHAM 
said he assumed that Mr. Adams had in mind primarily the 
areas in which large numbers of women were employed on 
industrial work of national importance. The Minister of 
Health was actively engaged, in consultation with the Minister 
of Labour, in considering the establishment of day nurseries 
in these areas. In view of the long hours for which the 
nurseries would have to be open and the need for providing 
for children under 2 years as well as those between 2 and 5, 
the provision of day nurseries would appear to be more appro- 
priate than that of nursery schools. It was hoped, however, 
that it would be practicable to provide some form of occupa- 
tional training for the older children. 


Committee on Scientific Food Production 


Replying in the House of Lords on June 19 to a debate 
on the food situation, Lord WooLTon said the milk traders 
had agreed *to distribute milk to nursing mothers and to 
children under 5 with no profit to themselves. Large numbers 
of food manufacturers had decided to produce some propor- 
tion of their production without profit to themselves if the 
food could be distributed to the poorer population without 
undue extra charges. A new scientific committee had been 
appointed by Mr. Attlee, with the support of Mr. Robert 
Hudson and himself, to advise on the scientific side of food 
production. That committee was advising the Ministry of 
Food upon the “iron ration.” It was meeting frequently. 


Sickness Benefit—Miss HorssruGH, replying to Mr. Ellis Smith 
on June 18, said that the present rates of sickness and disable- 
ment benefits for men were fixed in 1920, when the Ministry of 
Labour cost-of-living index figure was considerably higher than at 
the present time. 


Health of Factory Workers——Mr. ASSHETON said on June 19 


that measures for the health and welfare of persons employed 
at factories, as required under the Factory Acts, were supple- 
mented to a considerable extent by voluntary action by em- 
ployers and others. Sir John Anderson was developing a special 
organization, which included a central Factory and Welfare 
Advisory Board, for promoting the welfare of employees outside 
and inside the factory. 
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June 29. 1940 MEDICAL NEWS 
e No. 23 
Medical News INFECTIOUS DISEASES AND VITAL STATISTICS 
— We print below a summary of Infectious Diseases and Vital Statistics in the 


The twenty-ninth Long Fox Memorial Lecture will be 
delivered by Professor T. B. Davie, on “ Popular Misconcep- 
tions in Medical Matters,” in Bristol University (Wills Physics 
Theatre) on Tuesday, July 2, at 8.30 p.m. Admission is free. 


The combined summer meeting of the Sections of Otology 
and Laryngology of the Royal Society of Medicine which was 
to have been held at Oxford on July 5 and 6 has been 
cancelled. 

Lord Cromer, chairman of the British Red Cross and St. 
John War Organization, recently received from the Canadian 
Red Cross Society a donation of $100,000 for the Lord 
Mayor's Fund for the Sick and Wounded in the War. 


A new medical journal entitled Gazeta Medica has recently 
appeared in Portugal. The first number is devoted to war 
surgery and contains a historical review of surgical methods 
from Homer down to the present day. 


The June issue of the Post-Graduate Medical Journal is 
devoted to war wounds of the eye and orbit. 


EPIDEMIOLOGICAL NOTES 


Infectious Diseases during the Week 


Diphtheria, scarlet fever, whooping-cough, pneumonia, and 
cerebrospinal fever have all declined in incidence in England 
and Wales during the week ; the notifications of measles and 
enteric fever have risen. 

Measles is particularly or in the industrial towns of 
Lancashire and the West Riding of Yorkshire, where it 
appears to be more prevalent in rural and urban districts than 
in the large towns. Increases have been recorded generally, 
and now only one county in England (Rutland) and two in 
Wales (Montgomery and Radnor) are free from the disease. 
Even the small town of Peterborough recorded 117 cases, of 
which 108 were in the borough and 9 in the rural district. 
The counties in which more than 200 cases were notified 
are: Lancaster 2,024 (Liverpool 131, Manchester 363, Oldham 
97, Chorley U.D. 50, R.D. 59): Yorkshire, West Riding 1,452 
(Barnsley 92, Bradford 69, Doncaster 128, Huddersfield 67, 
Leeds 50, Wakefield 173, Harrogate 70, Spenborough 
U.D. 110); Leicester 729 (Leicester 497, Coalville U.D. 71, 
Barrow-upon-Soar R.D. 58): Nottingham 663 (Nottingham 
246, Eastwood U.D. 144, Beeston and Stapleford U.D. 50, 
West Bridgford U.D. 58); Durham 574 (Darlington 69, Consett 
U.D. 90, Seaham U.D. 90): Glamorgan 317 (Cardiff 2, 
Swansea 13, Port Talbot 112, Glyncorwg U.D. 34, Mountain 
Ash U.D. 31): Buckingham 302 (Slough 90, Chepping 
Wycombe 84); Gloucester 268 (Bristol 73, Cirencester R.D. 
42); Chester 241 (Chester 36, Northwich U.D. 45, R.D. 47); 
Surrey 240 (Croydon 8, Chertsey U.D. 30, Malden and 
Coombe 35, Guildford 11, R.D. 46); Northumberland 204 
(Newcastle-upon-Tyne 50, Seaton Valley U.D. 52). 

In London and Birmingham the notifications were 29 and 
12, respectively. The principal centres of infection in Scot- 
land were the boroughs of Glasgow 1,067, Edinburgh 139, 
Greenock 102, Kirkcaldy 65, Dunfermline 53, Paisley 38, 
Rutherglen 35, and the County of Lanark 48. 

Enteric fever was notified in twenty-one out of the sixty-one 
administrative health areas of England and Wales, but in 
only five were more than 3 cases recorded: Northumberland 
14 (Ashington U.D. 3, Bedlingtonshire 3, Newbiggin-by-the- 
Sea U.D. 6, Castle Ward R.D. 2); Durham 7 (Sunderland 3, 
Whickham U.D. 4): Gloucester 5 (allin Bristol) ; Yorks, West 
Riding 5 (Dewsbury 1, Sheffield 2, Ossett U.D. 1, Rothwell 
U.D. 1); Kent 4 (Sheerness U.D. 1, Sevenoaks R.D. 3). 
During this month there have been 22 cases of paratyphoid 
fever and 2 cases of typhoid fever in Bristol with one death. 
The cases were scattered all over the city and no particular 
article of food has so far been incriminated. Water has been 
excluded as a possible source. 


British Isles during the week ended June 8, 1940. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). 
(b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious. 
disease, are for: (a) The 126 great towns in England and Wales (including 
London). (b) London (administrative county). (c) The 16 principal towns in 
Scotland. (d) The 13 principal towns in Eire. (e) The 10 principal towns 
in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable 
or no return available. 


1940 1939 (Corresponding Week) 
Disease 
(a) (b+) | © | @M] ©] @-| | © | 
Cerebrospinal fever. . 220} 10 54) — 5 30 9 14 2 ae 
Deaths... 6 1 3 
Diphtheria... .. | 701] 41] 254] 34| 25] 755] 90] 153] 40] 25. 
Deaths... 22 6 1 1 17 2 4 1 
Dysentery .. 25} 10 43 1} —I 24 5 22 1} — 
Deaths... —}| — —f — 
Encephalitis lethar- 
gica, acute 3] — 1 1 
Deaths... 3 4 
Enteric (typhoid and a 
ne —_ 59 2 6 6 1 34 2 37 32 1 
Deaths... 2 1 — 1 
Erysipelas .. 40 3 5 51 7 4 
Infective enteritis or 
diarrhoea under 
2 years... 
Deaths... se 45} 11 9 3 3] 39 14 6 5 2 
Measles* .. {9,257} 29 11,572 44 3] 
Deaths... 6] — 5 1 3 3 1 3; — 
Ophthalmia _neona- ; 
torum .. ae 95} 10 18 ; 1} 115 13 25 i 
Deaths 
Pneumonia, influenzalt| 554] 30 6 21 19} 743 61 3 13 
Deaths (from in- 
fluenza).. 14] — 3} — 1 17 1 —j|—| — 
Pneumonia, primary 2225 190} 10 
Deaths; .. ae 28 11 9 9 15 8 
Polio- 
acute 1} — 1 
Deaths... 
Poliomyelitis, acute. . 10}; — 2 
Puerperal fever ae 6 6 16 2 1 3 3 9] — 7 
Deaths$ 1 4 
Puerperal pyrexia .. 150} 14 14 2 206 21 27 = 
Deaths... 
Deaths 
Scarlet fever.. .. | 852] 37] 114] 36| 55]1,321| 144] 199] 45] 79 
Deaths... 1} — — 2 1 1] — 
Deaths... — —| — — —| — - 
Whooping-cough* .. | 608] 9| 39 18 355| 152] | 20 
Deaths _.. — 1 1} — 16 4}; -—-i — 
Deaths (0-1 year) .. | 324] 49) 71) 22} 18) 278| 49) 62) 16) 15 
Infant mortality 
rate (per 1,000 
live births) 34 44 43 
Deaths (excluding 
stillbirths) 14,577 | 757 | 6771 197 | 142}4,438} 782] 570] 198 | 152 
Annual death rate 
(per 1,000  per- 
sons living) 13.7 }13.2}12.5] 10.9} 10.0] 11.5]13.3 }13.4 
Live births .. $6,381 896 | 371 | 258 17,189 }1,192 11,001 334 264 
Annual rate per 
1,000 
living 18.1 124.8 [22.7] 17.6] 15.3] 20.3 [22.5 |23.2 
Stillbirths... 228] 24] 44 42) | | 
Rate per 1,000 total 
births (including 
stillborn) as 47 33 34 40 


* Made notifiable generally on November 1, 1940. 

+ Includes primary form in figures for England and Wales, London (adminis- 
trative county), and Northern Ireland. 

t Since January 1, 1940, figures for London (b) have been for deaths from all 
forms of pneumonia ; the corresponding figures for 1939 relate to deaths from 
lobar pneumonia only. § Deaths from puerperal sepsis. 
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LETTERS, NOTES, 


AND ANSWERS MEDICAL 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THE EDITOR, BritisH MepicaL JourNAL, B.M.A. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

ADVERTISEMENTS.—AIl communications should be addressed 
to the Advertisement Manager (office hours, 9 a.m. to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B House. 

The TeLerHone Numer of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Westcent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
Phone 24361 Edinburgh), and of the Office of the Cumann 
Doctuiri na h-Eireann (I.M.A. and B.M.A.), 95, Merrion Square, 
W., Dublin (telephone 62550 Dublin). 


QUERIES AND ANSWERS 
A Case of Sterility 


Dr. MarGarer SMytH, medical officer to the Mothers’ Welfare 
Clinic, Liverpool, in reply to * A. K.’s ’ question in the Journal 
of June 15, writes: At our clinic we get a number of 
patients who complain of sterility and who at the same time 
volunteer the information that the seminal fluid flows from the 
vagina immediately after intercourse. For this we recommend: 
(a) that the patient should plug the vaginal entrance with a 
plug of cotton-wool immediately after intercourse; (b) that she 
should turn over on to her abdomen and lie thus for ten 
minutes after intercourse; (c) that coitus should be performed in 
the reverse position—that is, with the male partner on his back 
and the female partner on her abdomen. As well as_ these 
points directly connected with the seminal fluid return we also 
find that some women have a vaginal pH of such acidity that 
the spermatozoa are killed, and so as a matter of routine we 
get the patients to douche themselves with a simple alkaline 
(bicarbonate) douche before coitus. Coitus during the * fertile 
period * of Ogino and Knaus (twelfth to sixteenth day of men- 
strual cycle) and a course of wheat-germ oil are also advised. 
As we always recommend al! the above measures to our 
patients it is difficult to know which contributes most to our 
successes. The cotton-wool plug was started as a psychological 
measure, and the alkaline douching, though unconnected with 
the seminal escape, is, to my mind, quite important. 


Informing the Young 


Dr. W. Davan NeiLvt (Romford) writes: Reverting to the recent 
inquiry of “ L. B.” (May 4, p. 755), I would well recommend Peter 
and Veronica, by Margaret Beech, published by Herbert Jenkins 
(price 2s. 6d.), with a foreword by Lord Baden-Powell. I think 
this would be found to be admirable for its purpose. 


Ophthalmic Lithotrite for removing Non-magnetic 
Foreign Bodies 
Wing Commander J. Bickerton, F.R.C.S.,_ writes: 
Can anyone tell me where I can obtain an ophthalmic lithotrite 
for removing non-magnetic foreign bodies from the eye? 
Among my father’s instruments this is the one I value most. 
J understand it was made specially for him. Owing to being 
called up at short notice my own is in such a safe place I 
cannot find it. It consists of an ivory handle about three inches 
long containing a delicate spring controlled by a button lever, 
and the forceps portion extends to about one inch. The teeth 
open about an eighth of an inch when the spring is released. 
To insert the forceps, which are very fine and delicate as no 
crushing is required, the teeth are closed by pressing the lever 


with the forefinger; then they are opened by releasing the lever 
and closed firmly on the foreign body to hold it and Withdray 
it. In view of the large numbers of intra-ocular foreign bodies 
in wartime—and my colleague Mr. L. A. Savin tells me man 
are a compound of magnesium and aluminium—I thought this 
instrument would be of interest to your readers; also J want 
to replace my own. 


LETTERS, NOTES, ETC. 


Fitness for Service 


An urgent need of to-day is to raise the stamina of every youth 
and man in the country and maintain it at the highest possible 
level. Physical and mental endurance will be demanded from 
all, whether they are employed in essential industries, engaged jn 
home defence, or serving in His Majesty’s Forces. Never before 
has Fitness for Service been a matter of such moment. To help 
to attain this end the Central Council of Recreative Physical‘ 
Training, with the co-operation of the Football Association, has 
launched a scheme to which the three Service Departments, 
the Board of Education, the Ministry of Labour, and the © 
Ministry of Home Security have promised their active support, ” 
The plan is to give youths and men the opportunity of taking ~ 
part in voluntary physical training and games. During the - 
summer the training will take place at well-known football and 
other sports grounds, and it is hoped to obtain suitable halls 
for use throughout the winter. At first it will only be possible to 
operate the scheme in a limited number of towns, but it is hoped 
that at least twelve new grounds will be opened each fortnight, 
As facilities become available particulars will be broadcast and — 
local education authorities and voluntary organizations notified, — 
On each ground instruction in various forms of physical training 
and games will be available free of charge to men and to boys 
of 16 years of age at stated times. All the instruction is designed 
to increase endurance and ultimately to lead to greater capacity 
for service. Inquiries other than those concerning local details 
should be addressed to the Organizing Secretary, Central Council 
of Recreative Physical Training, 58, Victoria Street, London, 
S.W.1. 


First Aid for the Public 


Dr. Sipney Kaye (Hackney, E.8) writes: The circular on first aid — 
published by the Ministry of Health and recently delivered to 
every household in the country is very clear and concise. But 
a little demonstration is worth a ton of printed matter, and I 
suggest that a one-line injunction to ‘ ask your own doctor to 
explain anything you don’t understand * would have justified 
its inclusion in the leaflet. Would it not also be possible for 
every doctor in the country to arrange demonstrations on 
elementary first aid in his own waiting room and to his own 
patients during the next few weeks? A simple system of tickets 
to be previously applied for would avoid congestion. Such 
demonstrations would, I feel sure, serve a very useful purpose, 
and would give those of us who are still waiting at casualty 
stations and first-aid posts a release for our pent-up energies. 


Planning for Mental Health 


A public meeting was summoned by the National Council for 
Mental Hygiene on June 18, when Colonel J. R. Rees, Director 
of Psychiatry to the Home Defence Forces, gave an address on” 
“ Strategic Planning for Mental Health.’ He said the present 
situation was a challenge to practitioners in psychology. It 
offered an unprecedented opportunity to drive home the ideals 
they entertained on mental health. Their attitude must be 
courageous, positive, and adventurous. It was for them to 
permeate all educational work, using the phrase in its widest mean- 
ing, to bring home the fact that the principles of mental health 
were applicable to every kind of human contact in a nation 
at war. Some way should be found of permeating political, 
social, industrial, and local government organizations. The prin- 
ciples of mental health must be taught in the professions. Some 
of those who had advocated these principles had not been 
sufficiently willing to lose their identity or the identity of their. 
organization, and they thus failed to attain their objective. The 
best method of procedure was through the organization of small . 
groups of people in a particular profession or with a common 
interest, who were willing to think out quietly their own plans 
with very little central help. A “ long-term” policy of propa- 
ganda for mental health must be worked out. The time had 
gone by when it was necessary to be apologetic about mental / 
health work ; people were ready now to accept new ideas. 
The application of mental health to vocational and industrial 
subjects was of obvious importance, especially from the point 
of view of national economy and efficiency. 
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